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TREATMENT OF COMPOUND FRACTURES OF THE 
LOWER LIMB." 


By Joun Hoers, M.B., Ch.M. (Sydney), F.R.A.C.S., 
Honorary Orthopedic Surgeon, Lewisham Hospital; 
Honorary Assistant Medical Officer, Department of 
Orthopedics and Special Therapeutics, 
Sydney Hospital. 


TeN years ago (April, 1922) a conference was 
held in Boston on the treatment of fractures. The 
report was published in the Archives of Surgery,” 
and in it certain recommendations were made. The 
first of four suggestions under “First Aid” is as 
follows: “Splint ’em where they lie”. This advice 
is sound. A very important part is played by those 
who arrive first on the scene and undertake first 
aid. Irreparable damage may be done at this stage 
by misguided efforts, particularly in compound 


1 Read at.a meeting of the New South Wales Branch of the 
British Medical Association on August 25, 1932. 


fractures. In this city the general public is fairly 
well educated in the art of doing nothing until the 
ambulance men arrive. 


I should like to take this opportunity of paying 
a tribute to our Sydney ambulance men. In over 
twenty years of practice I have heard no complaint 
of roughness in transport or of unskilful perfor- 
mance of the work for which they are trained. On 
the other hand, I have heard appreciative comments 
by the hundred from patients and their friends, of 
the care, gentleness and courtesy shown by these 
men to those placed in their charge. I think we 
have reason to be proud of this organization and 
its efficiency. 


Primary Splinting in Sydney. 

The primary splinting equipment for lower limb 
carried by the ambulance wagons consists of: (i) 
long Liston splint for thighs, (ii) some form of: 
back and side boards for leg fractures. 
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While these are used well by our ambulance men, 
it is a good thing to examine other systems, and 
the equipment of a New York ambulance, described 
in an article in The Journal of Bone and Joint 
Surgery last year,‘*) seems more efficient. From this 
article it appears that the ambulance is attached to 
the hospital and one of the “interns” goes with the 
wagon when it is called to an accident—“riding 
ambulance’. This has obvious advantages over our 
system in the treatment of fractures; its adoption 
here offers considerable difficulties, but has, I 
believe, been considered. As regards equipment, I 
think improvements might be made. In America 
they carry two special splints for upper and lower 
limbs, that for the lower being the half ring Thomas 
knee splint. As a first aid appliance for transport 
in fractures of the femur, tibia and fibula this 
splint stands alone. It is easily applied over cloth- 
ing and boots, secures adequate fixation and is very 
comfortable. Having been applied, it is suspended 
to the ambulance roof and any jarring is avoided in 
the journey to hospital. It would be a great advance 
in our ambulance efficiency if it were added to 
ambulance equipment and if the men were instructed 
in its use. Findlay, in the article quoted from, 
gives the time for its application as three and a 
half to four minutes. 

In considering transport of fractures (apart from 
city ambulance methods) two things must be 
remembered: (i) local anesthesia, (ii) the use of 
morphine. 

The moment the patient enters hospital respon- 
sibility devolves on the surgeon. 

In the time allowed for this paper it will not be 
possible to deal with all aspects of treatment, and 
I will confine myself to that stage between the 
patient’s arrival in hospital and the final fixing of 
the fragments, and will consider chiefly the most 
common type, that is, compound fractures of the 
tibia and fibula. 

“Casualty” is no place for a compound fracture, 


and this unavoidably septic area should be cut out | 
of the programme and the patient should be | 
admitted direct to the ward on the ambulance | 


diagnosis. 


In the ward he is put as he is into a bed fitted — 


with a fracture board, and immediate measures 


should be taken to combat shock. The ambulance | 
dressing is inspected, but not disturbed, unless | 
examined, any gross foreign material is removed, 


something is obviously needing attention. Hemor- 
_ rhage may need immediate treatment. If a tourni- 
quet has been applied, it should be examined and 


may be loosened tentatively. The patient is examined | 


with as little disturbance as possible for other 
injury, and a mobile X ray plant shows the nature 
of the bony lesion or lesions if this is required. 


As soon as his general condition permits, he is | 
taken to the theatre. Nice judgement is required as — 


to when this step should occur. If too soon—before 
the full benefit of the ward antishock treatment has 


been attained—the additional strain of operation | 


may prove too much and the patient may die. If 
too long delayed, the period of comparative safety — 


as regards sepsis may be lost. It is certainly wise 
to institute antishock treatment whether signs of 
shock are present or not. The time from accident 
to theatre should, when possible, not exceed twelve 
hours. The importance of this cannot be over- 
estimated. Sepsis is a _ sufficiently dangerous 
opponent under any circumstances, without giving 
it a start of avoidable hours. If the intervening 
period is more than twelve hours, primary closure 
hecomes dangerous. 


Theatre Technique. 


The patient is anesthetized and serum is given 
(gas gangrene antiserum and antitetanic serum). 
I have no experience of local anesthesia in com- 
pound fractures and feel that a general anesthetic 
is to be preferred, at any rate in the great majority 
of cases. Simple fractures are different. Theatre 
technique is very important. Everyone should know 
just what part he or she is to play and be ready to 
step out or come into the field at the correct time. 
All procedures should be carried out with the utmost 
deliberation. The surgeon and his assistant prepare 
in the usual theatre manner. A second overall and 
gloves are then donned over the first, sometimes a 
third pair of gloves. The outer bandages et cetera 
are removed by assistants who will not take part 
in the operation proper, while those who will do so 
stand by, ready to assist at the proper time. As 
soon as the outer bandages are removed, the surgeon 
and assistant take charge of the limb and remove 
the first aid splint and dressings, exposing the 
wound. 

The first outer pair of gloves are now drawn off 
their hands by an assistant and they prepare the 
operation area, the actual wound or protruding 
fragment being held covered with a pad soaked in 
spirit and all shaving and skin cleansing are carried 
out in a direction away from the wound. This pre- 
paration completed, the second pair of gloves and 


| overall are removed, side towels are placed in 


position and the ready assistants come into the field. 


Treatment of the Wound. 


Bohler’s dictum, “convert the compound into a 
simple fracture”, is an ideal which is in many 
cases possible of attainment, but in others, with 
much soft tissue damage, closure of the wound is 
out of the question. The wound is carefully 


bruised tissue is cut away to fresh, healthy, bleeding 


| areas, obviously soiled bone ends which have pro- 


truded through the skin are removed with rongeurs 
and bleeding vessels are tied. The wound must be 
well opened up to expose the traumatized area fully 


to its depths. Hemostasis should be as nearly 


perfect as possible. Bohler’s advice is then to suture 
the skin and, having converted the compound into 
a simple fracture, to treat it as such. He argues 
that reducing fragments in an open wound is 
dangerous owing to the possibility of damage by 
_ levers, skids et cetera. I cannot resist seeing the 
reduction complete before closing the wound, but I 
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try to avoid any extra damage te the bone ends by 
using levers as little as possible and relying on 
traction by apparatus or by assistants to secure 
the necessary extension. The bone fragments may 
then be manipulated into position without damage, 
but with the aid of vision. All experience emphasizes 
the danger of introducing plates, screws et cetera 
and, beyond ligatures on bleeding vessels, the skin 
sutures are the only foreign materials introduced. 

Use of Antiseptics—The actual value of anti- 
septics within the tissues is hard to estimate. I 
used as a routine to flush out the wound with one 
in forty carbolic acid solution, but now I follow 
Bohler’s advice and, after a careful wound toilet, 
avoiding all rubbing, dab the parts with tincture of 
iodine. Where the skin edges cannot be brought 
together on account of loss of tissue, I believe a 
similar procedure to that advocated by Orr“) in 
osteomyelitis to be successful, that is, the packing 
of the wound with vaseline gauze and leaving it 
undisturbed until it is practically pushed out by 
granulation tissue. 

Traction—It is always advisable to use, when 
available, an orthopedic table or some device allow- 
ing of screw traction to aid in reduction and to 
hold the limb steady while dressings and fixation 
are applied. There is no more exhausting exercise 
than making traction by hand and trying to main- 
tain position when reduction has been effected. 


Fixation—Perfect fixation of the limb with its 
reduced fractures I believe to be of the utmost 
importance, not only for the satisfactory union of 
the bone fragments, but also in an equal if not 
greater degree, for the avoidance of sepsis. Its 
importance is not lessened by the fact that infection 
and suppuration have already occurred in a fracture 
not recent. In such a case, if fixation is perfect, 
infection will almost certainly remain localized, but 
if the parts are not at rest, that is, if movement 
between the fragments is occurring, then granula- 
tion tissue, the natural protective barrier, is 
traumatized and fresh paths for the spread of 
infection are opened up. 

I have seen a patient sent down from the country 
with a five weeks old infected compound fracture, 
running a high temperature, settle down and the 
chart flatten out as soon as plaster fixation was 
applied. 

I think there is. no better means of fixation than 
a plaster cast whenever it can be applied and in 
compound fractures of the leg it may be used in 
a large proportion of cases. 


Eatension.—Extension is often necessary over 
varying periods and then skeletal traction is without 
doubt the most effective method. The Kirschner 
wire has advantages over the ice-tong apparatus 
and the Steinman pin. With a good introducer it 
may be accurately placed and when it is in position 
very positive control of the fragment is obtained. 
The fine wires may be used in places where the use 
of other methods is impossible, such as the terminal 
phalanges. If necessary, the wires, after being used 


for traction in reducing the fracture, may be 
incorporated in the plaster to make fixation secure. 


Delayed Union. 

Much biochemical investigation has failed to 
demonstrate any constant factor in explanation of 
delayed union. It would appear that, apart from 
the patient’s general health, there is almost always 
one of the following causes at work in its 
production: (i) failure to secure accurate reduc- 
tion, (ii) failure to secure adequate fixation, (iii) 
failure to maintain accurate reduction by adequate 
fixation for a_ sufficiently long time. Of these 
probably (iii) and (ii) in this order are the more 
frequent causes of delayed union. 

One factor in the failure to secure accurate 
reduction and proper apposition of fragments is the 
too free removal of loose pieces of bone in the 
process of débridement. Pieces of any great size, 
even though denuded of periosteum, should be fitted 
into position, unless obviously soiled, otherwise the 
gap may be too great for the osteoblastic repair 
process to bridge. 

The interposition of soft tissue may be either a 
cause or result of imperfect reduction. Although 
theoretically it may be impossible for a muscle to 
remain interposed between fragments when sufficient 
traction is employed, in practice it is most difficult 
and often impossible to overcome without open 
operation. 

Fixation may be inadequate, by whatever method 
is used. 

It is not so much the method which is important 
as the efficiency with which it is carried out. Good 
results may be obtained in many ways and also bad 
results may occur when the best methods are used 
badly. 

When I say that I believe that a plaster cast will 
give most satisfactory fixation in fractures of the 
leg, I mean a well applied cast, not padded, including 
both knee and ankle, and reaching to the base of the 
toes. The toes themselves are left uncovered, to be 
exercised, and also to allow observation as to 
circulation in the part. 

When the cast is applied and the plaster is just 
setting it is easy and convenient to split it through- 
out its entire length down to skin—thus there is no 
encircling band at any part and risk of constriction 
through subsequent swelling is avoided. The cutting 
itself is made easy and safe by placing a sterilized 
strip of rubber or malleable metal next the limb 
before applying the plaster and then cutting boldly 
down on to it. A few turns of calico bandage will 
prevent any loss of shape until the plaster is fully 
set and dry. The convenience of this splitting of the 
cast is appreciated if it becomes necessary to cut 
a window to inspect the wound and when the time 
comes to remove the plaster. 


Compound Crush Injuries of the Foot. 
Consideration has so far been confined to com- 
pound fractures of the leg, as this type is most 
common. I should like to mention briefly another, 
and that is, crush injuries with compounding of the 
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foot. Accurate reduction is extremely difficult. If 
the toes are reasonably sound, extension may be 
usefully made by wire introduced through the 
terminal phalanges and fixed to a scaffold set in a 
plaster on the leg, but often the toes themselves 
are damaged to such an extent that this is not easy. 
These injuries rarely escape infection and the foot, 
with its discharging sinuses and generally swollen 
and discoloured appearance, resembles an unhealthy 
plum pudding. 

Efforts must be directed along the usual lines to 
secure position in the early stages by traction and 
moulding and fixation by extension or plaster cast. 
If infection supervenes, the plaster will have to be 
discarded and some form of skeleton metal splint 
used to maintain position and allow for drainage. 

In the presence of sepsis in such cases the value 
of diathermy is not generally recognized. Treat- 
ments should be given at least three times a day. 
Those who have not previously tried it, will be 
surprised at its efficacy. 

Some Results. 

T ask you to bear with me for a few more minutes 

and look at some results as shown in the tables. 


TABLE I. 
Compound Fractures of Tibia and Fibula. 


Complications. 


Cases. Primary Healing. 


14 10 


TABLE II. 
Analysis of Four Deaths. 


Complication. Comment. 


. Infection Insufficient débridement 
Suppuration 


Incomplete reduction 


. Suppuration 
Inadequate fixation 


Delayed union 


. Death Theatre treatment within 
one hour. Insufficient 
antishock ward _treat- 
ment 


4. Femoral thrombosis Unexplained 


This short series of cases will show how certain 
points I have drawn attention to are borne out in 
practice. Forty-two compound fractures of tibia 
and fibula are taken from hospital records and from 
the practice of different surgeons. Of the forty-two 
there were fourteen dealt with within twelve hours 
by primary suture and fixation, after reduction, in 
non-padded plaster casts. That is, these fourteen 
cases were dealt with in a way which, according to 
the ideas herein expressed, is a correct way. In 
spite of this, four of this fourteen did not do as 
was hoped. Ten patients had primary healing of 
the wounds and good bone union, satisfactory 
results. The other four resulted as follows: (i) 
Wound infection supervened. The plaster had to 


be removed and another splint substituted. (ii) 
Wound infection occurred, with suppuration and 
delayed union. (iii) The patient died within twelve 
hours of removal from the theatre. (iv) Femoral 
thrombosis occurred. 

By primary healing in this series is meant healing 
with no complication other than some local suppura- 
tion, not necessitating change of plaster. It is not 
altogether unsatisfactory to get ten out of fourteen 
with primary healing of the wound and with good 
union of bone. Can we learn anything of the reasons 
why these four did not behave in a like manner? I 
think we can. From these four cases that went 
wrong, or at any rate from three of them, something 
even more definite may be learnt than from the 
ten that went right. 

In the case in which suppuration occurred and in 
which the plaster had to be removed, the history 
shows that skin edges were cut away and sutured, 
but the wound was not opened up to its depths, as 
this was not considered necessary at the time. 
Progress of the case seems to show the unsatisfac- 
tory result to be due to incomplete débridement. 

In the second case, that of delayed union following 
infection and suppuration, the history shows that 
on the fourth day an attempt was made to improve 


_ position. This attempt was followed by suppuration 
and delayed union. Disturbance of Nature’s pro- 
| teetive barriers at a critical time was probably the 
_ factor which decided against primary healing and 
union, exemplifying incomplete reduction and 
| inadequate fixation. 


In the third case death of the patient within 
twelve hours emphasizes the difficulty of correct 
judgement of condition. This patient went to the 
theatre within an hour of admission to hospital. 
At the time his condition was apparently good, but 
shock must have been greater than estimated. An 
hour or two with appropriate ward antishock treat- 
ment might have turned the scale in his favour. 

In the case of femoral thrombosis I can find no 
explanation to account for, nor can I make any 


_ suggestion as to steps which might have saved, this 


complication. 

So, in this series of fourteen cases, had it been 
possible to avoid the errors we find in retrospect, 
the satisfactory results might have been thirteen 
instead of ten. The complication remaining, the 
femoral thrombosis, would probably have occurred 
with any method. 


Summary. 
Three phases in the treatment of compound 
fractures are considered as follows: 
1. Ambulance: First aid, primary splinting, 
transport. 
2. Ward: Antishock treatment, serum prophylaxis. 
3. Theatre: Débridement, reduction, fixation. 
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THE PRIMARY TREATMENT OF COMPOUND 
FRACTURES OF THE LOWER LIMB. 


By Georce Bett, O.B.E., M.B., Ch.M. 
Honorary Surgeon, Sydney Hospital. 


WHEN we are considering the treatment of com- 
pound fractures, the two principal problems which 
confront us are: (i) the prevention and treatment of 
infection, (ii) the reduction and splinting of a frac- 
ture in the presence of a wound which may or may 
not be infected. While for the purposes of discussion 
these two problems may be separated, in reality they 
are closely related. 

Prevention of infection should be the ideal set up 
for attainment by all who are called upon to treat 
compound fractures. Infection, once established, 
may carry in its train loss of life and limb, impair- 
ment of function, or osteomyelitis, which may recur 
at intervals during the life time of the patient. 

The chief factors which determine the development 
of infection in a wound are briefly: (i) The dose 
and virulence of the infective organism. (ii) The 
antibacterial powers of the tissues and the con- 
ditions that exist locally in the wound; thus, 
devitalized tissue, blood clot, foreign bodies will 
affect these powers. (iii) The general condition or 
so-called body resistance of the patient. This may 
be lowered by, for example, shock and hemorrhage. 


Type of Violence. 


The type of violence which causes the wound has 
an important influence on the degree of infection. 
Thus a fracture “compound from within” and caused 
by the internal violence of the fractured end of a 
bone, may not be contaminated or infected, or only 
slightly so. On the other hand, a fracture “com- 
pound from without” and due to external violence, 
is almost certain to be contaminated and infected, 


if one excepts high velocity bullet wounds with | 


small entrance and exit wounds. 


Contamination and Infection. 


I think that here it may be wise to consider the 
question of the so-called contamination of a wound 
as opposed to infection during the first few hours 
following the accident. 

The subject is so well set out by Wilson and 
Cochrane that I quote them: 


Immediately after injury, if conditions are favourable, 
the implanted bacteria begin to multiply, but the growth 
is at first confined to the surface of the wound and to 
bits of necrotic tissue in the walls. During the first 
twelve hours there is very little penetration of the sur 
rounding tissues and if the operation is performed during 
this period the chances are good for almost complete 
sterilization of the wound. During the second twelve 
hours considerable invasion of the surrounding tissues 
takes place, but not to such an extent as to greatly 
diminish the good results of débridement (excision of the 
wound). During the second twenty-four hours period 
infection is well under way, but nevertheless operative 
removal] of contaminated and damaged tissue will in some 
cases prevent infection and in the majority at least 
minimize it. 


Read at_a meeting of the New South Wake Branch of 
_ British Medical Association on August 25, 1932. 


| Dr. Thomas Fiaschi: 


After forty-eight hours infection is well established and 
preventive operation is no longer indicated. Instead, the 
wound should be widely opened, foreign bodies removed, 
ample drainage provided, and arrangements made to treat 
the infection, preferably by the “Carrel Dakin method”. 


The Time Factor. 


The relationship of the time of operation to the 
accident is of paramount importance, particularly 
in grossly contaminated fractures. It would be 
well if all who are called upon to treat compound 
fractures would remember the aphorism of the late 
“Disease knows no holiday.” 
He who treats compound fractures should “stand 
not on the order of his going”. The need for 
immediate treatment places these cases in the same 
category as, say, ruptured peptic ulcers. 

Seeing that the factor of time is of such impor- 
tance, it behoves us to make every effort to shorten 
the period which elapses between the accident and 
the operation by the adequate and early use of the 
approved methods of first aid and resuscitation. 
For it should be remembered that not a few patients 
suffering from compound fracture of the lower 
extremity are in addition suffering from severe 
shock and multiple injuries. 


First Ald. 


When the first dressing is done, the clothes must 
be cut away from the wound. Projecting bone as a 
rule should not be replaced, but covered with a 
sterile dressing. The application of tincture of 
iodine to the wound at this stage may inflict needless 
suffering. If bleeding is severe, a tourniquet should 
be applied to the thigh. 

In regard to adequate fixation, the Thomas knee 
splint or the modification with the half ring (see 
“United States Army Splint Manual”) is the best 


splint for the transport of patients with fractures 
of the femur. The splint should be attached or 
slung to a cross-bar attached to the stretcher. It is 
interesting to note that Sir Alexander MacCormick 
was one of the first, if not the first, to advocate 
strongly the use of tho Thomas knee splint for the 
transport of patients with fractures of the femur 
due to gunshot wounds in the Great War. He 
actually bought and took across to France, early 
in 1915, the first Thomas knee splints used for 
transport purposes in this war. Back and side 
splints or a pillow and side splints are useful trans- 
port splints for fractures of the lower part of the 
leg. 

In regard to transport, an efficient ambulance 
service is essential. The Aerial Medical Service of 
the Australian Inland Mission, with a base at Clon- 
curry, Queensland, has proved the value of aerial 
transport in the sparsely settled areas of Australia. 


Resuscitation and Preliminary Treatment. 


In resuscitation, warmth is obtained by “hot 
blankets” and by a resuscitation room or tent. 
Fluids, administered by the usual methods, may be 
necessary. The raising of the foot of the bed is 
useful in many cases of severe shock. Morphine 
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should be given unless contraindicated. It should 
not be given to “blue” or cyanosed patients. 

A blood transfusion of one to two pints of blood 
may be necessary. Two pints may be better than 
one. The Kimpton tube method should be used, if 
available. The blood presure and pulse rate should 
be recorded. During this period the wound should 
be kept under direct observation. Care should be 
taken that the tissues are not damaged by pro- 
longed application of the tourniquet. 

The circulation and sensation of the segment of 
the limb distal to the compound fracture should be 
carefully investigated. 

It is better to leave the removal of the patient’s 
elothes until he or she be under an anesthetic, and 
this applies also to the administration of serum. 
Antitetanic serum (1,500 units) and gas gangrene 
antiserum (4,000 to 10,000 units) should be given. 
Consideration may be given to the administration 
of antistreptococcal serum. 

If possible, radiographic examination of the frac- 
ture should be carried out during this period. 


The Anzsthetic. 

The choice of an anesthetic will largely be deter- 
mined by the general condition of the patient. If 
he is badly shocked, nitrous oxide and oxygen will 
be the anesthetic of choice. In the majority of 
cases ether will be the safest anesthetic. Spinal 
anesthesia and local anesthesia 
considered. 

In the badly shocked patient spinal anzsthesia 
is contraindicated. Local anesthesia is considered 
by some surgeons to be strongly contraindicated in 
the treatment of compound fracture. These sur- 
geons probably are considering local infiltration of 
the site of fracture and not “cross-section” block or 
nerve blocking. 


should be 


The Treatment of the Fracture and Wound. 


The patient has been taken to the operating 
theatre and anesthetized. The preliminary cleansing 
of the skin is important. During this process the 
wound should be covered with a pad and no addi- 
tional infection should be introduced into the 
wound. 

The Sydney Hospital casualty practice is as 
follows. The limb is washed with soft soap and 
shaved. Carbolic acid in a solution of one in 80 is 
applied, and then ether or tincture of iodine or 
spirit is used. To lessen the risk, the skin may be 
shaved dry or moistened with benzine, the direction 
of shaving being away from the wound. The skin 
may then be cleaned with ether and painted with 
tincture of iodine. 

At Sydney Hospital the usual routine is for the 
surgeon with gloved hands to attend to the pre- 
liminary cleansing of the skin himself. The wound 
is adequately protected with a pad soaked in some 
weak antiseptic solution. The skin is shaved and 
washed with spirit soap, spirituous solution of bin- 
iodide of mercury or ether. The assistant supports 
the limb and maintains extension during this 
procedure. 


When this stage has been completed, the surgeon 
changes his gloves and drapes fresh towels around 
the limb. Beyond the applicatior of some antiseptic 
to its surface, the wound up to this point has not 
been treated. 


It is in connexion with the next procedure that 
there is a difference of opinion among surgeons. 
It may be described as the “bone of contention”. 
Many of these conflicting opinions arise from a 
confusion of thought regarding the two chief 
varieties of compound fracture. 


Thus some surgeons would seem to advocate 
débridement or excision of the wound in all cases 
of compound fracture. Others would not apply this 
treatment to those cases in which the wound does 
not exceed, say, 1:25 centimetres or half an inch in 
diameter, when the wound has been caused by 
internal violence by a fragment of bone which has 
been quickly replaced after perforating the skin. 


All will agree that it is extremely important to 
differentiate the uninfected from the potentially 
infected wound, as disaster may follow an error of 
judgement at this stage. 


Provided proper surgical facilities are available, 
one should err on the side of considering the wound 
as being contaminated and potentially infected, 
and treat it accordingly. 


I am speaking here of those patients on whom it 
is possible to operate within a few hours of the 
receipt of the injury. Naturally one would pursue 
a different course of treatment where it was not 
possible to operate, say, within the first twenty-four 
hours, owing to delay in transport or from shock 
or inadequate surgical facilities. 


Small Wound and Fracture Compound from Within. 


In general one may say that when the wound has 
been caused by internal violence and is not more 
than half an inch in diameter and the bone has 
been quickly replaced, all that is necessary is to 
clean the wound with ether, dress the wound, prefer- 
ably with double cyanide gauze, reduce the fracture 
and apply adequate fixation by plaster or other 
splints. By far the greater number of these wounds 
heal without suppuration. These wounds should 
not be sutured, but left open, so that serum and 
blood may escape and not be retained under 
pressure. The suturing of a wound of this type is 
strongly contraindicated. 


Were débridement adopted as the universal treat- 
ment in this type of compound fracture, I fear that 
more harm than good would result. Naturally, the 
surgeon who performs excision of the wound in this 
class of fracture and with the best surgical facilities 
is unlikely to do the patient any serious injury, but 
the same would not apply to a surgeon less favour- 
ably situated. The former may swell the number of 
his successful cases and flatter himself that he has 
removed an infection which in reality did not exist 
or was so slight that it could have been efficiently 
dealt with by the vis medicatria nature. 
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Large Wound and Fracture Compound from Without. 


If the wound be large, if the fracture be compound 
from without, a bone fragment may be protruding. 
In any case, there is a lacerated wound. Some 
surgeons may be satisfied with irrigation of the 
wound with an antiseptic solution, removal of the 
protruding fragment of bone, reduction and fixation 
of the fracture, the wound being treated by the 
Carrel-Dakin method. 


Undoubtedly some means of mechanical steriliza- 
tion of the wound is indicated. 

If I may be permitted to digress a little here, I 
should like to mention some work that was carried 
out during the later years of the Great War. During 
this period, and due largely to the work of Lemaitre, 
Gray and Depage, the method of treatment com- 
monly called “excision of wounds” or “débridement” 
was introduced. I can personally testify that this 
mode of treatment, combined with primary and 
secondary suture of the wound, particularly in 
wounds of the soft tissues, considerably hastened 
the healing of wounds, an important matter where 
it meant an earlier return of the soldier to his 
regiment and the conservation of man power. 

Maclure states that at one research station during 
the war the percentage of selected patients success- 
fully operated on up to nine hours after the receipt 
of the injury was 83. 

Wilson and Cochrane state that during the war 
primary suture, after débridement, was successful 
in 80% of cases, but these were chiefly injuries of 
soft parts not involving bone. 

Now it is obvious that this procedure is more 
easily carried out when the wound involves soft 
tissues, for example, subcutaneous tissue, fascia 
and muscle, than in extensive compound fractures, 
where it may be very difficult and even impossible 
to perform débridement and to clean out every 
crevice of the wound and every fissure in the bone. 
Moreover, the presence of large vessels and nerves 
in a wound may also make this procedure a very 
difficult one. 

The compound fractures caused by fragments of 
high explosive shells were much more grossly con- 
taminated than those occurring in civil practice. 


Excision of the Wound. 


Excision of the wound or débridement entails a 
careful and meticulous removal of all contaminated 
and devitalized tissue and foreign bodies. Soiled 
instruments require frequent changing and _ steri- 
lization. The ideal method is to excise the damaged 
tissues en bloc, leaving the confines of the wound 
in healthy tissue—a clean cut surface. I rarely 
apply a tourniquet during this procedure. 

This counsel of perfection cannot always be fol- 
lowed in actual practice, when one not infrequently 
finds important structures, vessels, nerves traversing 
the wound, so that a complete excision or débride- 
ment cannot be done. We are therefore forced to 
pursue a middle course in some instances and to 
remove as much of the damaged tissue as possible 
without interfering with the vitality of the limb. 


Professor Dew, Bosch Professor of Surgery in the 
University of Sydney, states that the introduction 
into the wound of a 1% solution of methylene blue 
is a useful procedure. It stains devitalized tissue 
and renders its demarcation more evident. 

Skin should not be needlessly sacrificed. This 
tissue must not be excised too widely. As a rule 
it is necessary to remove only a narrow strip of 
the skin forming the margin of the wound. All 
parts of the wound should be carefully explored, 
and to do this it may be necessary to enlarge the 
wound by longitudinal incisions. 

If possible, culture tubes should be inoculated 
from the wound. 

Fat and subcutaneous tissue should be excised 
more widely. Blood clot should be removed. 
Devitalized muscle is an excellent culture medium 
for the organisms which produce gas gangrene. Its 
removal is essential. Only muscle capable of con- 
tracting when touched by dissecting forceps should 
be left. In addition, all frayed fibrous tissue should 
be removed. 


The ends of any large nerve which may be found 
divided in the wound should be trimmed with the 
sharp blade of a safety razor and sutured before the 
end of the operation. 

_ Avoid all rough handling of the periosteum. Bone 

fragments completely detached should be removed. 
Fragments attached by periosteum should be 
cleaned with ether and preserved. Soiled portions 
of bone should be removed, cancellous tissue should 
be gently curetted and well washed with ether. The 
wound should be left as dry as possible by attend- 
ing to hemostasis. At the end of the débridement 
the wound should be irrigated, preferably with 
ether. Other useful solutions for this purpose are 
“EKusol”, hydrogen peroxide or normal saline 
solution. 


Antiseptic solutions should never be used in a 
strength sufficient to irritate the tissues of the 
excised wound. They are probably more useful for 
their mechanical cleansing than for their antiseptic 
effect. 

Bismuth iodoform paraffin’ paste (“Bipp”) 
(bismuth subnitrate 1, iodoform 2, liquid paraffin 
1), was advocated by Rutherford Morrison in 
1916. Stiles for many years previously had used 
a nearly similar paste in the treatment of chronic 
infected sinuses. The technique of Rutherford 
Morrison should be strictly adhered to, as an excess 
left in the wound may cause poisoning. 

The smearing of all parts of the wound with a 
thin coating of these substances promotes drainage 
by delaying cohesion of the wound surfaces. As a 
result of reaction between bismuth subnitrate and 
iodoform, a mild antiseptic is slowly generated. The 
value of the paste lies not so much in the antiseptic 
action, but rather by its promoting drainage by 
virtue of the paraffin it contains. 

It possesses one advantage over paraffin in that 
its visibility is greater and one can see when all 
parts of the wound are coated with it. The essential 
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thing is the removal of infection and not the 
application of the above substances. 


Approximation of the Fragments of Bone. 

In transverse fractures the ends of the bone may 
be engaged and locked in position, and as a rule 
will show little tendency to slip out of position. 

In oblique and comminuted fractures the question 
of internal fixation may be raised. As a general 
rule one may say that internal fixation by means 
of metal plates or wire should not be used. The less 
foreign material of this nature introduced into the 
wound, the better. Possibly, in some cases of oblique 
fracture, when there is considerable tendency for 
the deformity to recur, a loop of wire or kangaroo 
tendon may be used as a temporary measure, a 
small hole being drilled in either fragment. Lane’s 
plates should not be used. 

The orders issued against plating compound 
fractures in infected war wounds were very neces- 
sary, but in civil practice I think there are certain 
cases in which a loop of wire or kangaroo tendon 
may prove very useful. 

Sometimes cutting a notch in the end of one or 
other of the bone fragments will permit of them 
being engaged. The pointed end of one fragment 
may be engaged in the medullary cavity of the 
other. 

Whether the wound should be closed or left open 
is a question of vital importance. Seeing that in 
certain cases the ideal excision cannot be done, what 
should be the next procedure? The wound should 
never be tightly closed or tightly sutured. One can- 
not be sure of having removed all infection, there- 
fore do not suture tightly. 


Primary Suture of the Wound. 


When primary suture has been used, the patient 
should be retained in hospital, in bed and under 
close observation. Widely interrupted silkworm gut 
sutures should be used for the closure of the wound. 
Bone and tendon should never be left exposed. They 
should be covered with skin, even if additional 
incisions have to be made to relieve tension. A 
dressing, preferably of double cyanide or iodoform 
gauze, is applied and, provided the general con- 
dition of the patient remains satisfactory and there 
be no severe pain or swelling of the limb, the dress- 
ing should not be disturbed until it is necessary to 
remove the sutures—ten to fourteen days. 

Compound Fracture Dislocation—The treatment 
of compound fracture dislocation has been essen- 
tially outlined above. Exposed articular cartilage 
should be sterilized and replaced. If the cartilage 
be grossly abraded and soiled, it is better to cut 
it cleanly away with a wide chisel than to remove 
it with bone cutters. The joint cavity should be 
closed by suturing the synovial membrane and 
capsule. A drainage tube should not be put into the 
joint. The superficial tissues are closed with a few 
interrupted sutures. The joint is placed in the 
optimum position for ankylosis in case this com- 
plication should occur. 


Delayed Primary Suture. 


In certain compound fractures the surgeon may 
not feel justified in performing primary suture. 
He should not forget that delayed primary suture 
may be possible. The wound is left open and dressed 
with gauze impregnated with sterile liquid paraffin 
or vaseline, Silkworm gut sutures may be intro- 
duced, but not tied. 

If at the end of three to four days the general 
condition of the patient be satisfactory and the 
surface of the wound presents a healthy appearance, 
and particularly if a culture from the wound con- 
tains no hemolytic streptococci, the skin margins 
may be brought together with interrupted silkworm 
gut sutures. This is a safer method than primary 
suture and no time is lost. 


Secondary Suture. 


Should the condition of the wound be unsatis- 
factory after the fourth or fifth day, it should be 
left open and the Carrel-Dakin treatment should be 
begun. This should be done by the method described 
by Carrel and Dehelly. Even then, secondary suture 
may be possible within two weeks. 

Delayed primary and secondary suture, if success- 
ful, shortens the period of healing and diminis’.es 
scar formation. To quote Wilson and Cochrane on 
the question of wound closure: 

In the hands of experienced surgeons the method of 
primary suture either with or without the addition of 
B.I.P. paste technique may be employed in the majority 
of cases, particularly in those involving the bones of the 
lower leg or upper extremity. Wounds opening into 
articulations should invariably be closed. Surgeons with- 
out great experience in the operation of débridement had 
better at first employ the method of delayed primary 
suture. Deep or excessively dirty wounds or those which 
come under treatment only after a delay of twelve hours 
or more, or in which actual soiling of the bones is found 
at the time of operation, should be left open and tubes 
inserted for the immediate application of the Carrel-Dakin 
method of wound sterilization. 


Infected Compound Fractures. 


Some patients with compound fractures reach the 
hospital after forty-eight hours have elapsed and 
with acute infection well established. Free drainage 
is then essential, and it is better to rely on adequate 
incisions than on drainage tubes. 

The Carrel-Dakin treatment is probably the best 
for this type, the lower limb being suspended on a 
Thomas knee splint, Hodgen splint or some modifica- 
tion of these. The Corlette splint is the one in 
common use at the Sydney Hospital. 

I have not had experience of tetanus occurring in 
compound fractures of the lower limb in civil 
practice, but I have seen two cases associated with 
compound fracture of the upper limb, which I 
reported in THe MepicaL JouRNAL or AUSTRALIA, 
August 4, 1923. 


Reduction and Splinting of the Fracture. 
Adequate immobilization prevents further damage 
to the wound by the bony fragments, and by render- 
ing the muscles taut it obliterates dead spaces and 
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so lessens the risk of infection occurring. It is 
therefore an important factor in the prevention of 
infection. 

A fluoroscopic screen examination is useful at 
this stage, especially if it be possible to do the 
screening in two planes. 

To take as an example that common compound 
fracture which comprises probably over 70% of 
the compound fractures of the leg and which often 
occurs in motor cycle accidents—compound fracture 
of the bones of the leg in the lower third. Those 
fractures which have been treated by primary 
suture can be treated as simple fractures by plaster 
splints as detailed by Dr. Hoets. 

Some surgeons are now advocating even in those 
excised wounds which cannot be closed, the filling 
of the wound with vaseline and the application of 
a plaster splint. As I have said before, the essential 
part of the treatment is the removal of infection; 
provided this is accomplished, there is nothing to 
be said against this method. Patients so treated 
should be carefully watched in hospital. 

For those who are not skilled in the use of plaster 
and special splints, back and side splints may be all 
that is required in many of the less severe types 
of fracture. They can be easily made by a carpenter. 
These splints should be well padded. The side 
splints should be 15-0 centimetres (six inches) wide, 
the back splint 12-5 centimetres (five inches) wide. 
The foot should be suspended by adhesive strapping 
to the foot-piece in order to prevent pressure on 
the heel. 


Control of Foot and Distal Fragments. 


The control of the foot and lower fragments of 
the bones of the leg is a difficult matter, particularly 
in the presence of a large wound and in badly 
infected fractures. In the latter some form of 
skeleton splint suspended to an overhead frame 
is the best. One need but refer to the Thomas knee 
splint, the Hodgen splint and the modifications of 
these, and particularly to Dr. Corlette’s modification 
of the Hodgen splint, with which such excellent 
results at the Sydney Hospital have been obtained. 
These splints facilitate nursing and permit free 
access to the wound. The foot is controlled by one 
of the various foot-pieces, for example, Sinclair’s 
skate, or by some form of skeletal traction. The 
method of skeletal traction most commonly used at 
Sydney Hospital is by a calcaneal hook (Schmerz). 
Malleolar traction has been used and was very 
satisfactory in one case. 

If immobilization plays an important part in the 
prevention of infection, then surely in compound 
fractures with large wounds which cannot be closed, 
the excellent fixation given by skeletal traction 
should not be overlooked. The practical details of 
the application of these methods can be clinically 
demonstrated only in the wards. At the end of 
twelve to fourteen days the limb is put up in plaster 
while skeletal traction is still applied. When the 
plaster has set the calcaneal hook is removed. 


Amputation. 

Primary amputation is an amputation done soon 
after the receipt of the injury for severe damage to 
the limb. One should always remember the sites 
whicn give the most useful stumps. In the thigh 
a supracondylar amputation is best, preferably a 
Stokes Gritti. In the leg a stump containing at 
least 7-5 centimetres (three inches) of tibia and 
not more than the upper half of the tibia should 
be left. In the foot a Syme’s amputation is best. 


Secondary amputation is done at a later period 
for severe infection, gangrene, or maybe for 
secondary hemorrhage. 


In secondary amputations primary suture of the 
flaps should not be done. The safest way is to treat 
the fracture by the Carrel-Dakin method and with 
a view to doing a secondary suture at a later date. 


In patients who are very ill and who have severely 
infected tissues, it may be wise to do a guillotine 
amputation. At a later date reamputation can be 
done at a site of election. 


Compound Fracture of the Femur. 


The two most useful splints for compound frac- 
ture of the femur are: (i) the Thomas knee splint, 
(ii) the Hodgen splint or one of its modifications. 
such as the Corlette splint. 


Overhead suspension should be used and extension 
obtained by means of adhesive plaster or skeletal 
traction. A plaster splint may be used in the less 
severe types of compound fracture, but at best it 
is a poor substitute for the two splints referred 
to above. 

The treatment of these fractures is often a diffi- 
cult matter, more particularly for the general prac- 
titioner with the limited amount of apparatus at his 
disposal. I often think that a medical practitioner 
entering a fracture ward in one of our large hospitals 
must be somewhat taken aback by the forest of over- 
head frames, the almost infinite variety of splints 
and means of extension and the plaster chambers, 
with their complicated racks or tables. One always 
hopes that we may some day evolve a more simple 
means of treatment. For the majority of cases some 
simple method will suffice, but in a small number of 
complicated compound fractures we must use more 
complicated methods or render ourselves liable to 
the charge of fitting the patient to the splint rather 
than the splint to the patient. 


With the aid of Dr. Ralph Huntley, of the Resi- 
dent Medical Staff of the Sydney Hospital, I have 
investigated the histories of some of the patients 
suffering from fractures admitted to Sydney Hos- 
pital since January 1, 1922. These cases were 
taken consecutively. They are set out in the 
accompanying tables. 


Conclusion. 


In conclusion, I would again strongly assert that 
the essential procedure in the treatment of com- 
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TABLE I. 
Showing Consecutive Fractures at Sydney Hospital. 


Percentage 


Site of Fracture. Number. Compound. 


Tibia 451 
Tibia and fibula .. 499 
Femur 500 


TABLE IT. 
Showing Site of Compound Fractures of Tibia and Fibula. 


Site. Tibia (38). Tibia and Fibula (84). 


pper and middle 


Lower and middle third . 2 3 
Lower third . Approximately 70%. 


TABLE ITI. 
Showing Number of Amputations. 
Group I.—Fractures of the Tibia (451). 


Number 


Type of Amputation. of Cases. 


(a) Primary .. 1 
(b) Secondary és 


__ Group II.—F¥ractures of the Tibia and Fibula (499). 


Number 


Type of Amputation. of Cases. 


(b) Secondary 1 


{This patient was a male ; he was forty-five years of age ; he gave a 
Wassermann reaction ; his compound fracture involved the ankle jo’ 


2O ne of these raged developed Pi gangrene and had a secondary amputa- 
tion two days later and recovered (Corlette). 


TABLE IV. 
Showing Deaths following Fractures. 
Group I.—Fractures of the Tibia (451). 


! 


Condition. 


| Broncho- -pne umonia ; 
head injury. 


Group II.—Fractures of the Tibia and Fibula (499). 


Number. Px. Age. Condition. 


8 Multiple injuries. 
36 Lacerated thigh. 
70 Amputation (below 
knee). 
65 Fractured pelvis ; scalp 
wounds. 
59 Pneumonia ; recovered 
and died of coronary 
embolism. 


pound fractures is the prevention of infection by 
early and efficient treatment of the wound. 

As regards closure of the wound, it should never 
be tightly closed; at most, a few widely spaced 


sutures should be used. Those practitioners who, 
having applied early and efficient treatment, do not 
close the wound, but are content with a dressing and 
adequate fixation of the fracture, may rest assured 
that they are applying a method of treatment which 
will, in my opinion, prove the safest for general use. 
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NUTRITIONAL ASPECTS OF DEPOPULATION AND 
DISEASE IN THE WESTERN PACIFIC, 
ESPECIALLY IN PAPUA 


By W. M. Srrone, M.A., M.D., B.Ch., D.T.M. & H., 
New Guinea. 


Ir is with some diffidence that I venture to 
address a scientific association of this character. 
First, I have long lived away from anything in the 
nature of a reference library and have been more 
concerned with matters of practical interest rather 
than with the theoretical side of medicine and 
science. Again, I am not too certain whether I was 
justified in accepting the mention of the “Western 
Pacific” in the title of this paper, although I have 
mentioned Papua in particular. For I may well 
say at once that my experience of the nutritional 
aspects of disease has been limited to Papua only, 
where for the last twenty-eight years or so I have 
been working in the Government service. However, 
I suppose the nutrition of Papuans and the con- 
ditions under which they live, either in their own 
villages or as signed-on labourers in Papua, do not 
differ very much from the conditions under which 
the Melanesian inhabitants of the Pacific in general 
live. My paper will therefore in the main be an 
account of how the importance of a well balanced 
as well as a sufficient diet has been impressed on 
me by my work in Papua. 


Beri Beri. 


When I arrived in Papua, I found in the gaol at 
Port Moresby a number of natives with obvious 
beri beri. From time to time we also had cases 
which were then called “cases of acute cardiac 
failure”. For some few years there was a good deal 
of doubt as to whether or not these cardiac con- 
ditions were due to beri beri. At this time medical 
opinion was, I think, in the main divided between 
three theories of beri beri: (a@) Beri beri was an 
infectious disease, (b) beri beri was due to a toxin 
generated by a close tropical atmosphere or perhaps 
by such an atmosphere acting on rice, (c) beri beri 
was a specific duodenitis. The last was the latest 
theory, and, in due course, when I helped with a 
post mortem examination, some duodenal staining 
was duly found and, I think, recorded as “duo- 


1 Read at the twenty-first meeting of the Australian and New 
= Association for the Advancement of Science, August, 
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denitis”, although personally I could not quite see 
why the staining should not have been post mortem. 
It is true that a Dutchman in 1898 had found that 
highly milled rice fed to pigeons produced in the 
pigeon a disease not unlike the paralytic form of 
beri beri, and it is also true that the head of the 
medical service in the Japanese Navy had reduced 
the cases of beri beri occurring in that navy very 
considerably by substituting barley for some of the 
rice eaten in the navy. Still, such facts were very 
little known and were certainly ignored. However, 
about 1910 I became acquainted with the work of 
the Bureau of Science at Manila and the experi- 
mental work carried out at Manila. I also read 
their account of how beri beri had been reduced by 
feeding their native constabulary in part on beans. 
I soon adopted the view that the dry form of beri 
beri was due to the use of highly polished rice. At 
this time I was stationed as a resident magistrate 
at an isolated place called Cape Nelson, with no 
Europeans within some twenty-five miles. One day 
a recruiting vessel came in and the European in 
charge brought a native member of his crew up to 
me obviously suffering from the same type of cardiac 
failure I had known in Port Moresby. I at once 
decided to treat the patient in the light of the 
Manila work, and gave him a liberal supply of food, 
which I thought might replace the material which 
had been rubbed off the rice grains by milling. Next 
morning he was definitely better and in three or 


four days his heart became normal and I had an 


opportunity of sending him to Samarai. I remember 
a native carried bim pick-a-back to the boat, since 
his legs were still paralysed. Later on the medical 
officer at Samarai reported that after being some 
few days on the journey the patient arrived in 


Samarai quite well. As I had never known the 
similar patients with acute cardiac failure live 
for more than three days, and seldom so long, I 
was quite converted to the view that the form of 
beri beri we had in Papua was a nutritional dis- 
order or disease. To make a long story short, the 
new views gradually prevailed, and when one-third 
of our native rice ration was replaced by native 
foods or by wheat flour not too highly milled, we 
practically saw the end of our troubles as regards 
beri beri and acute cardiac failure in natives. 

In view of our present day knowledge of vitamins, 
it is of interest to consider a ration scale for natives 
which was in force in Papua at that time. The 
ration scale was as follows: 

Per day: Rice one and a half pounds, or sago one and 
a half pounds, or native vegetables seven pounds. 

Per week: Meat one pound, salt one ounce, tobacco one 
stick, soap two ounces. 

If rice or sago was supplied, one pound of sugar 
or treacle or biscuits had to be supplied. Maize- 
meal could also be substituted for equal weights of 
rice or sago. 

It will be noticed that, apart from native vege- 
tables, which were seldom then supplied and 
scarcely ever availabie in the drier district of Port 
Moresby, the ration contains no satisfactory source 


of the vitamins. The rice was well milled; in fact, 
at that time any low degree of milling was held to 
make the rice inferior and as such liable to an extra 
duty. At about this time land was being taken up 
in Papua for planting purposes and people began 
feeding their native labourers approximately on the 
above ration without native food. Needless to say 
we had a‘very high death rate, although the native 
labourer could sometimes exchange his rice with 
the local village natives for native foods such as 
sweet potatoes, yams, taro or bananas. In the 
earlier years much the same high death rate had 
occurred during some of our small gold rushes. I 
remember visiting a small goldfield in 1908 where 
there had been an extremely high rate of mortality. 
It is of interest to record that miner after miner 
said to me: “We are now starting native gardens 
and we always find that when we do that there is 
no more real trouble with the health of the natives.” 
I think they were quite right. 


Beri beri is seldom seen in the villages; but T am 
convinced that it does occur among the sago-eating 
villagers of the western part of Papua. Certainly 
it occurs among the Papuan natives who work in 
the pearling fleets of Thursday Island. There is, 
however, a form of beri beri, which has been recog- 
nized more particularly at Manila, called infantile 
beri beri. Briefly, infants suckled by mothers close 
to the line of actual beri beri seem unable to supply 
their infants with enough of what is now called the 
anti-neuritic beri beri vitamin B. But such infants 
have little or no resistance to the dangers contingent 
on an upbringing divorced from all knowledge of 
preventive medicine. The result is that they die as 
a result of the vitamin deficiency, even if one could 
not say that they always showed ordinary clinical 
signs of beri beri, and are signed up as having died, 
say, from pneumonia. I believe this accounts in 
great measure for the low percentage of children in 
some parts of the Western Division of Papua. 


Scurvy. 


Another disease which I soon came across in 
Papua was scurvy. This mostly occurs in the form 
of what is usually called “sore mouth disease”—the 
gums ulcerate and bleed. More severe and untreated 
cases are characterized by ulceration of the cheek, 
and exceptional cases go on to loss of teeth and even 
necrosis of the jaw and palate. In fact, occasional 
cases have reminded me of a case of cancrum oris 
which I once saw in London following on typhoid 
fever. Mouth washes in practice have little effect 
on the condition, unless an antiscorbutic is supplied. 
Normally, little of this trouble occurs in the vil- 
lages; but it has been commoner during the last 
year or so, due to a deficient rainfall and lack of 
native food. Perhaps I should at this point empha- 
size the view that I hold, namely, that the evil 
effect of an unbalanced diet leading to the various 
vitamin deficiencies is not to be measured by the 
number of patients who are certified as dying from, 
or even suffering from, one of the diseases now recog- 
nized as a deficiency disease, but is to be measured 
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by the ill health arising from and the deaths due 
to other diseases and which would have been 
avoided if the diet had contained a liberal supply 
of all the vitamins. 


Vitamin A. 


So far, I have had under consideration diseases 
due first of all to the lack of vitamin B, and 
secondly, due to the lack of vitamin C. But there 
is, I think, a vitamin of even greater importance, 
namely, vitamin A, which should perhaps have come 
first. Recently this vitamin has been divided into 
three, that is, into vitamin A proper and vitamin 
D and vitamin EZ. I expect everyone belonging to 
the Medical Section of this meeting will be quite 
familiar with the existence of vitamin D and as to 
how its deficiency is associated with rickets. 
Curiously, rickets is practically unknown amongst 
Papuans. I remember diagnosing a case of it once 
in a native infant, but on reading up a work on 
infantile scurvy wondered if I had not made a 
mistake. But even this single patient was being 
brought up by Europeans. On the other hand, I 
have seen one or two cases of rickets amongst 
European children in Papua. 


Deficiency of vitamin A, however, is, I believe, to 
be of even more importance than a deficiency of the 
other vitamins as regards natives of the Western 
Pacific. Going back to 1910, queer cases of eye 
disease began to be noticed on some of the planta: 
tions where native labourers were employed and fed 
mainly on rice. The cornea became cloudy and 
ulcerated, and a general panophthalmia frequently 
followed, with total loss of sight. At first I was 
inclined to think that the fluid squeezed out of the 
sisal hemp might have got into the eyes and 
damaged them. At that time sisal hemp was being 
cultivated around Port Moresby. It was also sug- 
gested that the eyes might have been damaged by 
being pierced by the very sharp ends of the long 
and sharp sisal hemp leaves. Next, when we had a 
few cases of chicken pox in Papua, I began to wonder 
if chicken pox might damage the eyes of underfed 
natives in the way I understood smallpox did at 
times. However, during the war I came across a 
note describing quite similar cases in Copenhagen, 
where the condition was ascribed to lack of vitamin 
A and was readily cured by cod liver oil. I next 
got a report, from a mine at the eastern end of the 
Territory, of a similar eye condition. I found that 
local opinion at first, both professional and other- 
wise, would have nothing to do with this view of 
an eye disease, and that the layman was simply 
amused at treating bad eyes with cod liver oil. It 
is perhaps of interest to record that an old wards- 
man I then had told me he remembered similar cases 
having occurred in his younger days in his neigh- 
bourhood in Victoria. These cases had occurred in 
a public institution for infants and children. He 
remembered an inquiry being held, and the decision 
arrived at was that there was not enough fat in the 
diet. The decision, if not quite the whole truth, 
was very near it. Further, on looking through the 


“flying-fox”, they could see it quite well. 


older books on diseases of the eye, I was struck by 
the emphasis laid on tonics as a line of treatment 
in many kinds of eye disease, and the prominent 
way in which cod liver oil was included among the 
tonics as being a valuable line of treatment. ; 
Not long afterwards the health of natives working 
at a large centre of native employment became 
unsatisfactory, with eye conditions similar to the 
above, with signs of beri beri and suggestions of 
scurvy. The trouble smouldered for about a year 
and then became more marked. As a result I went 
down to inspect and advise. The eye conditions 
were certainly interesting from the medical point of 
view, and the observations of the overseer respon- 
sible for the native labour force perhaps even more 
so. Besides the eye troubles mentioned above, the 
overseer reported that the native labourers could 
not see at night. Night blindness is generally men- 
tioned as accompanying an outbreak of pan- 
ophthalmia due to a deficiency of vitamin A. A 
“flying-fox” was used at the mine to convey goods 
from one place to another. This is a sort of aerial 
railway where goods are put into a basket and are 
guided by wire and transported by gravity from 
one place to another by sliding along the wire. The 
overseer reported that while the native labourers 
could see quite well, yet they had become unable 
to see when things were coming along the wire, 
although, when they once picked up the coming 
I think 
one is justified in taking it that the natives were 
suffering from concentric contraction of the field 
of vision. This affection is not usually mentioned 
in connexion with outbreaks of this form of pan- 
ophthalmitis, but I have seen it mentioned. It is, 
I expect, a common accompaniment of the eye con- 
dition, but is probably overlooked, as a medical 
man cannot always carry about with him an 
apparatus for estimating the field of vision, nor can 
he always spare the time to make an examination of 
this kind of detail. Even with the apparatus and 
plenty of time, and speaking only one of the native 
languages as well as English, I doubt if a medical 
man could have obtained reliable results with 
natives speaking a number of different languages. 
‘Another very common form of eye trouble is a 
mild form of ophthalmia which occurs just at the 
time when green food is scarcest. Green food is a 
common source of vitamin A. Although I would 
not contend that it is proved, yet I fancy that a 
vitamin deficiency is a contributing cause of the 
condition and treat accordingly. While talking 
about eye conditions, I should perhaps mention 
trachoma. I think that all I learnt about trachoma 
in my student days was that it was very common in 
Egypt, but was seen in London only in the slums, 
and occurred mainly, if not entirely, amongst under- 
nourished children of immigrants from Central 
Europe. Cases have been reported in Papua; but 
here again I expect that lack of vitamin A is an 
underlying cause. 
Perhaps my anthropological listeners will have 
thought that I have been talking too much about 
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purely medical matters. If so, I hope they will 
forgive me now that I am dealing with a subject 
which in the past has figured very largely in dis- 
cussions about native depopulation, both amongst 
medical men and amongst laymen as well. I refer 
to tuberculosis. When first I came to Papua, I, in 
common with others, regarded it as a more or less 
accepted fact that the black races of the Pacific were 
doomed to extinction and that the main cause of 
their extinction would be tuberculosis. I did not 
change my ideas when I found that we had odd cases 
of frank tuberculosis of the lungs amongst the 
Europeans and amongst the immigrant coloured 
population, as well as a few cases in the native 


villages. However, as time goes on, I have not been | ditions following injuries which would be fatal. to 


able to see much change in the village incidence of 
tuberculosis. Nearly every man who came to the 
country used to talk as if tuberculosis was: the great 
problem of the survival of the native population. 


We, of course, have cases of definite phthisis amongst | 


even the village natives, and also cases of cervical 
gland infection. However, when natives become 
more accustomed to European ways, the trouble 
would certainly seem to be greater. At one time 
people said it was due to the wearing of European 
clothes, and it is true that reports from pretty 
well all over the world indicated that natives who 
took to clothes tended to suffer unduly from 
tuberculosis. But I rather think that natives who 


wear clothes, generally speaking, take to giving up 
the native manner of living and tend to substitute 


milled rice and white flour in place of the vitamin- 
containing fresh vegetables. In fact, I think the 
problem of tuberculosis amongst natives amounts 


to this, that we must feed them properly while they 


are gradually acquiring the same type of immunity 
which the average European possesses. It is, I 
know, sometimes said that natives are infected by 


tuberculosis in a different way from Europeans and - 


that chronic cases do not occur. I am not prepared 
to say that there is not some truth in this, but 
chronic cases do occur. After all, a bacterium is a 
species of plant, and for a plant to grow we require 
two things, namely, a seed and a soil in which the 
plant can grow. In the past I think we have too 
much ignored the latter requirements. I think if 
we keep the soil—in this case the human body—in 
a well nourished and healthy condition, weeds, such 
as the pneumococcus and the tubercle bacillus, will 
not grow, or, if they do grow, will not flourish, and 
merely serve in this case to give the soil on which 
they grow some degree of immunity to further infec- 
tions of the same kind. Further, I think that one 
must hold that the greater the number of tubercle 
germs planted in the body, the greater must be the 
risk of serious disease and death ensuing. Hence, 
I would agree that we must do our best to stop or 
diminish what may be called massive infections. 
It is, I think, generally agreed that the great bulk 
of European bodies, if carefully examined post 
mortem, do show signs of old tuberculosis. Some, 
I think, go so far as to claim that the percentage 
may be as high as ninety-eight, and perhaps claim 


that no sign was found in the remaining 2%, either 
on accouat of the lack of a sufficiently thorough 
search or on account of the infection having left 
no permanent trace. Even if one does not agree 
with this extreme view, it is impossible to think 
that native races in contact with Europeans can be 
kept entirely free from all risk of meeting the 
tubercle bacillus. By proper feeding and the avoid- 
ance of overcrowding and other insanitary condi- 
tions, we can hope to enable them to acquire, as a 
rule, an infection so mild that they can recover 
from it without appreciable harm. 

Again, it is a notorious fact inat while native 
races recover from injuries and from the septic con- 


Europeans, yet they succumb very quickly to acute 
lung conditions which are presumably due to 
pneumococcal infections. This has certainly been 
my experience in Papua. In this connexion I pro- 
pose more particularly to consider the effect 
influenza has had on the country. During the 
epidemic of influenza in Australia in 1918 we had 
quite a pandemic of influenza; nearly every native 
and many Europeans that I knew of suffered from 
it. With the probable exception of a limited area, 
it caused very little real mortality. To what extent 
it’ spread into the high mountains is a_ little 
uncertain. A large number of our officers, medical 
and others, were away at the war, and there was 
little information to be obtained as to conditions 
in out of the way parts. I remember inspecting a 
group of one hundred and twenty returning native 
labourers who were certainly under the skilled 
supervision of a medical man, used to handling 
natives. Practically all of the group had influenza, 
they had been living under crowded and unsatis- 
factory conditions from a medical point of view, 
and had to be housed under the roughest possible 
conditions. Some twenty had definite broncho- 
pneumonia, yet, in spite of this, they all recovered. 
During the 1918 epidemic the initial few days’ fever 
was marked, yet secondary infections leading to 
lung troubles were, as a rule, uncommon and fairly 
mild. During the end of the year 1931 and the 
beginning of 1932 we were again invaded by 
influenza, this time coming from the north and due 
to an epidemic which had been travelling over the 
Pacific Islands for quite a while. Amongst the 
Europeans in Port Moresby it proved, as a rule, a 
very trivial matter. I understand that out of some 
four to five hundred people only some half dozen 
applied for medical help, either during the acute 
febrile stage or for the after complications. Among 
the thousand odd Europeans living in Papua, 
there were no deaths due to it. It is quite true 
that statistics of native deaths in Papua are very 
difficult to rely on. The patient is very rarely seen 
by a doctor or by any European. And, of course, 
during an epidemic any death is put down by the 
natives to the prevailing epidemic. The native, 
moreover, records neither death nor the date of 
death. And it is very easy, if asked in a language 
he does not quite understand, for him to include 
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in the list all the deaths he can remember. How- 
ever, I quote below the following figures, which, I 
think, are fairly reliable. 

During the influenza epidemic the death rate 
increased amongst signed-on labourers. The number 
dying increased by about 89 in an average labour 
force of some 5,300, that is, about 16-8%. died as a 
result of the influenza. This, of course, is in a 
population of male adults presumably, when signed 
on, in good health, but mainly living on imported 
European food, that is, rice and flour. In the Port 
Moresby village of Hanuabada, containing about 
two thousand natives, there were some eleven deaths 
in excess of what would nominally be expected, that 
is, about 55%. died as a result of the influenza 
epidemic. This village population included men, 
women and children. They are, and have been for 
some time, in close contact with Europeans and 
were probably living to a fair extent on rice and 
flour, but would have unusually good supplies of fish. 

For the coast generally I think there was a 
death rate of about 1% or a trifle more. Informa- 
tion as to the death rate in the mountains is less 
reliable; still, all reports point to the fact that it 
was higher in the mountains than on the coast. 
These figures show that influenza caused many 
deaths in the Territory. 

Now a very interesting question arises as to why 
we had this great death rate amongst natives and 
none amongst Europeans. I propose merely to 
recite possible causes in the order in which they 
seem most probable and important to me, without 
any wish to dogmatize. 

1. For the year previous to the epidemic, certainly 
in the central and eastern parts of Papua, and, I 
believe, over the Pacific generally, there had been a 
very deficient rainfall and a consequent reduction 
in the food supply. It is possible that this reduced 
food supply was an important factor in the heavy 
mortality reported. One has to remember that even 
in normal times the native does not live on well 
balanced and abundant food, as Europeans usually 
do. 

=. During this second, 1931-1932, epidemic the 
number of secondary lung infections and their 
severity were greater than in the first epidemic of 
1918. It may be that during the first epidemic we 
were infected with the influenza virus (probably a 
filter-passer) only, whereas the second epidemic, 
after travelling around the Pacific for some months, 
had acquired a host of other organisms which gave 
rise to the secondary lung infections, Perhaps my 
line of argument will become clearer if I explain 
this view more in detail. I suggest the possibility 
that the epidemic started somewhere (perhaps in 
(hina) as a pure influenzal infection. Bit by bit 
the epidemic came in contact with carriers of 
various varieties of pneumococcus and streptococcus, 
and perhaps with other organisms. And further, 
as the epidemic met these other germs, it went on, 
not as a pure influenza infection, but as a mixed 
infection of influenza germs plus various pneumo- 
cocci, streptococci et cetera, There is some support 


for this point of view. Our 1918 epidemic of 
influenza began before the epidemic was at all 
widely recognized in Australia, although not before 
a medical man working somewhere in the central 
parts of Australia had experienced a local epidemic 
there. Probably our epidemic entered Papua at Port 
Moresby and from there spread widely over the 
Territory of Papua. But a medical officer working 
some two hundred miles and more west of Port 
Moresby told me that, whereas he recognized the 
comparatively harmless influenza epidemic which 
spread from the east, that is, from Port Moresby, 
yet he also experienced a more serious type which 
came from the west and presumably from Thursday 
Island. The two forms met somewhere near the 
boundary of our Western and Delta Divisions. 
Curiously enough, all trouble with our 1931-1932 
epidemic ceased at about the same point, in spite 
of reports of a few odd cases occurring further 
west. It looks to me as if our Western Division 
in 1918 was immunized more or less, not only 
against the influenza virus, but also against one or 
more of the organisms which secondarily invade the 
respiratory passages subsequent to the infection 
with the true influenza virus. 

3. Another possibility is that racial immunity 
may have something to do with the difference 
between its effect on Europeans and natives. But 
this would not entirely explain the difference 
between this epidemic and the previous one. 
Relative racial immunity is often put forward as 
an explanation of a differential death rate; but it 
may depend on several factors, for example: (a) a 
difference in the food supply or the sanitary con- 
ditions under which the two races live; (b) due to 
one race having become partially immune to a 
disease as a result of past infections: (c) due toa 
true difference in the two races, so that, apart from 
food and sanitary conditions, and apart from past 
infections, the two races show a different attack 
rate and a different death rate. 


Vitamin E. 


We have still one clearly defined vitamin which 
I have not touched upon, namely, the so-called anti- 
sterility vitamin #. Here I will merely mention 
that it has been proved that rats will not reproduce, 
even if all the varieties of the vitamins I have 
previously mentioned are provided, unless a further 
vitamin, which exists in wheat germ oil, is provided. 
Presumably something of the same kind holds for 
other animals and humans. I should like to empha- 
size, however, that vitamins A, B, C and D, including 
the variety of B sometimes called Bz and at other 
times G, are necessary for good health and as such 
are necessary for reproduction. But vitamin HV 
differs from the others in that it would appear that 
without vitamin F good health in every other respect 
can be retained while reproduction does not occur. 
It is also well to emphasize that it does not appear 
that excess quantities of vitamin HZ can in any way 
increase reproduction beyond the normal, nor is 
absence of this vitamin the sole cause of sterility. 
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But in rats at least an adequate supply of it would 
seem to be a necessity for reproduction. In Papua 
it is often said that the natives are not reproducing 
at the rate they should, that they have a secret 
knowledge of plants which render women and men 
sterile et cetera. I quite admit that they do not 
always have a numerous family and at times I know 
they carry out abortion by effective mechanical 
means. But generally speaking, the birth rate seems 
to me to be about 30%. of the population per year, 
and during a normal year probably more than just 
compensates for a very similar death rate. The 
above birth rate is considerably above the usual 
European birth rates. In parts of the Western and 
other Divisions of Papua the percentage of children 
is very low, and it is possible that in these parts 
there may be fewer pregnancies due to an inadequate 
supply of vitamin F. One cannot, of course, claim 
that such has been proved to have been the case. 


The Need for Vitamins. 


Before I leave the question of vitamin deficiencies 
I will say a few words with regard to the question 
of vitamins in general and their necessity. While 
I take it that their existence and value are very 
generally admitted by the medical profession, and 
even by the public in general, if one can judge by 
the advertisements one sees in lay publications, yet 
it was not always so. In the earlier days in Papua 
the best rice was the whitest and most polished, and 
the feeding of natives with other than the best was 
not favoured by any of those who concerned them- 
selves with the interests of the natives. Next, when 
the influence of vitamin A in cod liver oil was recog- 
nized, the idea of treating or preventing eye disease 
with such a homely article as cod liver oil was, I 
think, regarded rather with amusement. It is true 
that most people have heard of scurvy and of the 
success that that great navigator Captain Cook had 
in banishing it from his ships: but I think there 
are people in Papua and in Australia who still 
object to having to give their natives antiscorbutics 
et cetera. I have even seen in an Australian paper 
the giving of onions to patients with threatening 
and early scurvy put forward as excessive zeal in 
the matter of pampering the Papuan native. 


As regards the value of vitamin B in preventing 
beri beri, there was great reluctance at first to admit 
that the absence or deficiency of vitamin B was the 
cause of beri beri. I have even heard it urged that 
the absence of something could not be the cause of 
a disease. I do not wish to trespass in metaphysics, 
but the absence of food during a famine may cer- 
tainly cause death, and I think the medical part 
of my. audience at least will agree that before death 
there is likely to be a condition of ill health which, 
for practical purposes, we must regard as a diseased 
condition. Then why not call it a disease, as every- 
one has always called beri beri? There are two forms 
of beri beri generally recognized, the so-called dry 
form and the wet form. In the early days of Papua it 
was practically only the dry form which was seen. I 
remember one case of the typical wet form, another 


- cine have been. 


ease in which edema was obvious, and one or two 
more in which, if you looked for it, you could easily 
find edema. But I must have seen hundreds of cases 
in which the presence of edema was not noticed. 
I rather regard the wet form as in some degree a 
distinct condition and perhaps more particularly 
associated with conditions other than predominantly 
a rice diet—in fact, due to a deficiency in a different 
vitamin. 

I have heard it objected that as the vitamins have 
not been isolated as chemical substances, there is 
no proof that they exist. But I would ask how 
many of the toxins and antibodies known to medi- 
Diphtheria antitoxin is none the 
less valuable because the toxin has not been 
isolated as a pure chemical substance. I am aware 
that quite recent results suggest that at least one 
vitamin has been isolated in a pure chemical form. 
I do not know if these claims are fully established 
and accepted without reservations or not. But in 
these days of activated states and the recognition of 
fixed quanta of energy which can change the orbit 
of an atom in a molecule, it may be that, after all, 
vitamins are, chemically speaking, more or less 
ordinary substances, but in what I think one may 
call an activated condition, due to some of their 
constituent atoms occupying a different orbit in 
the molecule. But I must remember that I am 
neither talking physics nor expounding the quantum 
theory. 

It is still argued by some that beri beri is not 
due to the absence of a vitamin, but is due to some 
poison which the antineuritic vitamin B neutralizes. 
It may be so for all I know, but in ordinary medical 
language I think we could still say that absence 
of the vitamin causes a condition of ill health which 
has always been called beri beri, or at least the 
dry variety of it. 


Shortage of Food. 

I do not propose to say very much about the 
effect of starvation or of shortage of food in the 
ordinary sense on depopulation or on disease. I 
will, however, remark that a diet deficient as regards 
quantity must always reduce ability to work and 
render those suffering from the same more open 
to the attack of diseases. During a famine more 
probably die from disease than from actual starva- 
tion, and probably more besieged towns have sur- 
rendered owing to semi-starvation and its accom- 
panying diseases than to the attacks of the 
besiegers. 

In Papua and other countries there is not much 
opportunity of storing native foods for long periods. 
It is true that yams and sago can be kept over the 
few months of scarcity, but in many districts sago 
is scarce and yams are not grown in great quantity. 
Whether yams could be grown more generally and 
in larger quantity or not, or whether soil and 
weather conditions render this impossible, I do not 
know. Other native crops, such as sweet potatoes, 
taro, mannioe and bananas, hardly keep more than 
a matter of days or at the most perhaps two or 
three weeks. 
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It is an old truism that the limit of population 
per square mile of a primitive country is the number 
of people it can support during the years of greatest 
scarcity. It is by no means a fact that a native in 
the tropics can live a life of luxury and ease with 
little or nv exertion. I would rather say that he 
experiences alternating and varying periods of 
superabundance and of food shortage. I have more 
than once pointed out to natives the desirability of 
working for Europeans, with the consequent regular 
food supply as compared to the irregular village 
supply. They have always accepted the fact that 
such is the case, and have often made a reply to 


the effect that it is the custom for them sometimes ° 


to have plenty of food and sometimes very little, and 
seem to take it almost as a matter of course. Some 
years ago I remember a district where the people 
were all obviously starving. The gardens had 
entirely given out and the people were barely sur- 
viving on what they could collect out of the bush. 
There have been other similar instances I have 
known of. At the present time means of communica- 
tion are improving and, as has occurred during the 
recent dry years, the Government has been able to 
help those districts suffering the most from food 
shortage. However, I need hardly mention that in 
these days the funds under the control of the 
Papuan, as well as the funds controlled by other 
governments, are not inexhaustible. In Papua the 
last two wet seasons, usually lasting from January 
to March, have been very deficient. The consequent 
food shortage does not, of course, occur at once. 
When, as around the dry district of Port Moresby, 
the January to March rains are deficient, the time 
the natives feel it most is from about the following 
October to January or February, that is, just before 
next year’s crop is due. During the year 1931-1932 
this period coincided with a serious influenza 
epidemic as well as an undue prevalence of dysentery 
and signs of early scurvy. 


Animal Food. 


There is one more aspect of the food question to 
which I will refer and that is the question of the 
supply of animal food and of protein. Natives in 
general eat very little of such food. In a few 
districts marsupials are plentiful at particular times 
of the year and in others fish is plentiful in the sea, 
especially where there are reefs. But many inland 
people live almost entirely on vegetable produce. 
All on feast days will perhaps get a little pork, 
but such occasions are rare. Others may, at times, 
get a variety of living things, some of which we 
might regard as eatable and others not. But, even 
including these and the grubs found in the sago 
trees, I do not think their supply of animal food 
can be great. It is impossible to say definitely that 
those short of animal food, such as the people of 
the Mekeo plain proper, show any definite ill effects 
from the same. But it may be that they would be 
more enterprising and resist disease better if they 
had more. In view of the shortage of animal food, 
it is unfortunate that the natives make but little 


use of the various peas and beans which contain 
much vegetable protein and which can probably 
replace, at least in great measure, the lack of 
proteins contained in animal food. On inquiry it 
will often be found that varieties of beans are grown 
and eaten to some small extent. In at least one 
district (the Hydrographer Range) I know that 
beans were eaten quite apart from European 
influence; but at the present time it is difficult to 
know whether the beans have been introduced as 
a result of European influence or not. Apart from 
the value of beans in preventing beri beri, it would, 
I think, be of great value if someone would work 
out a method of growing beans successfully and 
practically under native conditions. I would lay 
emphasis on the word “practically”, for it is one 
thing to show that a crop can be grown and another 
to show that the yield of food produced by a day, 
a week or a month’s work is up to the standard of 
other food crops. 


Reports of Cases. 


KOPF TETANUS. 


By R. L. THorotp Grant, M.B. (Adelaide), 
M.2.C.P. (London), 
Honorary Assistant Physician, Children’s Hospital, 
Adelaide. 


Tue folowing case is submitted for publication on 
account of its rarity, and as an illustration of recovery 
from a grave illness, tetanus, due to appropriate treatment 
with large doses of antitetanic serum. 

A boy, aged eleven aud a half years, walked into the 
medical section of the out-patient department of the 
Adelaide Children’s Hospital on July 27, 1932. He was 
accompanied by his mother who informed us that the 
boy had had a pain in the upper abdominal region since 
the previous day. There had been no other symptoms, 
but it had been noticed that his left eye had become 
peculiar in that it was more widely open than the right. 

On inspection the boy was found to be quite cheerful, 
but he did not look well. His temperature recorded as 
37-1° C. (98-8° F.). He exhibited a left-sided facial paresis. 
He was unable to open his mouth widely, but the signifi- 
eance of this was not realized at the time, as this is a 
fairly common finding amongst children, especially in the 
presence of dental or tonsillar sepsis. There was some 
tenderness on palpation of the epigastric region. No other 
findings were recorded, but the boy was admitted for 
observation. 

On the morning of July 29 my house physician, Dr. 
Andrews, telephoned to say that the boy had developed a 
peculiar expression of his face overnight, and it was 
thought that he was suffering from tetanus. This proved 
to be correct. The boy exhibited a typical risus sardonicus; 
his abdominal muscles had become quite rigid. He was 
stili quite cheerful and lay reading in his bed. 

No wound could be detected apart from a few minute 
healed scratches on the legs, but he told us that he had 
extracted a tooth for himself about three weeks before 
coming to hospital. The parents then made a most 
significant statement, which, if obtained when the boy 
had first been seen, would probably have led to more 
importance being attached to his inability to oyen his 
mouth widely. They told us that they owned a horse 
which was stabled on their premises. This horse had 
developed an illness about two months previously and had 
been taken to a veterinary surgeon who had treated it 
for lockjaw with successful result. 
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Appropriate treatment was commenced at once as 
follows: 

On July 29, 1932, lumbar puncture was performed; 7,500 
units of antitetanic serum were administered intra- 
thecally; 2,500 units were given intravenously. These 
operations were performed under chloroform anesthesia. 
The boy was given a potassium bromide and chloral 
mixture at fixed intervals. That evening it was noticed 
that the act of swallowing caused great distress. 

On July 30, 1932, under chloroform anesthesia, 10,000 
units were given intravenously. The boy was definitely 
worse anc suffering from attacks of spasm of the 
abdominal muscles. 

On July 31, 1932, the boy was no better and was calling 
out in the most distressing way, owing to abdominal pain. 
Under chloroform anesthesia he was given 20,000 units 
intravenously and 10,000 intramuscularly. 

On August 1, 1932, there was great difficulty in swallow- 
ing, owing to spasm of the pharyngeal muscles. He was 
given 30,000 units intravenously and 30,000 units 
intramuscularly. 

On August 2, 1932, he was given 30,000 units intra- 
muscularly; he had frequent attacks of painful spasm. 

On August 3 he was much better. There were only 
three attacks of painful spasm during the day. He had 
20,000 units of serum intramuscularly. 

At this stage he developed a profuse serum rash. On 
August 4 he was much better. The temperature was 
subsiding. He could speak more freely. The abdominal 
muscles were less tense. 

Thereafter his recovery was uninterrupted. He was 
discharged from hospital on August 19. He was last seen 
on September 3. He was in perfect health, but there 
was still a degree of paralysis of the left side of the 
face. He could open his mouth widely and his abdominal 
muscles were quite soft. 

This boy’s illness provides an example of Kopf tetanus, 
a rare complaint. 

This diagnosis is based on the accompanying facial 
paralysis and the spasm of the pharyngeal muscles on 
attempt at swallowing, in which latter respect the disease 
is said to resemble hydrophobia. 

The wound of entry of the causative organism is doubtful. 
The mother says that the boy had a habit of picking at 
his nose until it bled, which may have provided the portal; 
or the entry may have been through the socket of the 
tooth he declares he extracted some time before his illness. 

He had 160,000 units of antitetanic serum administered 
altogether. Chloroform anesthesia was utilized for any 
needle puncture or other treatment which might have 
distressed him and thus have caused spasm. 


MORAL INSANITY. 


By S. J. Cantor, M.B., B.S. (Melbourne), 
Senior Medical Officer, Lunacy Department, Victoria. 


J.P., FEMALE, aged fourteen years, was admitted to 
hospital on May 2, 1932. 

Her previous history was that she was a ward of the 
State for some seven years. Intellectually appearing 
normal, she showed a constitutional lack of responsiveness 
to the social demands of truthfulness and consideration 
for others. Emotionally she was impulsive, unstable and 
unreliable; and her defect showed itself in her poor 
judgement of the consequences of her activities. She 
appeared mentally incapable of profiting by experience, 
although the intellectual sphere was apparently not 
involved. There appeared to be a definite mental conflict 
in her life. She had an intense jealousy of her younger 
sister, towards whom she was almost pathologically vin- 
dictive, under the belief (possibly true) that the mother’s 
love had been entirely diverted from herself to the younger 
child. This apparently excited a wanderlust in the patient. 


Recently, for some months, the patient had to be put under 
lock and key. A fortnight before admission to hospital 
she was allowed out from restraint. She behaved well 
for a few days; then she stole the nurse’s clothes and 
thirty shillings. She went to a coffee palace, where she 
was apprehended a few days later. She was quite docile 
after this and settled down; but later, when permission 
was refused for her to be with another girl, she put her 
fist through the window. In consequence of her general 
behaviour she was committed to the Receiving House. The 
certificates indicated: that she had no appreciation of the 
difference between right atid wrong, that she was uncon- 
trollable, that she used bad language, that she acted in 
an impulsive way, and that she stated that she would 
thieve without being responsible. 

Physical examination showed that her general condition 
was good. Her menses were regular; they commenced 
six months previously. She was well developed. Six 
teeth had been removed three months before admission. 
On investigation of the mental condition, it was noted 
that the patient, who is of normal intelligence, stated that 
she got into tempers. She first developed mental traits 
after her sister was born. This girl, who is eight years 
younger than the patient, was liked more than she was, 
and consequently the patiert became jealous of her. She 
was later put in a home. She likes her father more than 
she likes her mother. Ske reached the sixth class at 
school. She used to run away from home because she 
was jealous of her sister. She used to buy nice clothing 
and charge it up to her mother. Although she has had no 
sexual desire, she used to feel that men came round at 
night to get the girls. She desires girl friends. She 
preferred home to the Welfare Department. Word associa- 
tion tests were inconclusive. Free association word tests 
indicated a desire for home and family life. Her behaviour 
is good, she is somewhat lacking in energy, docile and 
tractable. She is well mannered, giving no trouble. She 
is sociable. 

The treatment indicated includes a suitable domestic 
environment, including segregation from her family, the 
formation of good habits, protection against herself; she 
should have foster parents of suitable quality. With good 
guidance the outlook should be favourable. : 


Reviews. 


FILTRABLE VIRUSES. 


Firty years have passed since Pasteur discovered that 
the cause of rabies was an ultramicroscopic organism. 
Today more than a score of diseases are recognized 
definitely as being so caused. In a few others the facc 
has not been proved, but on epidemiological grounds, 
laboratory and other experimental evidence and clinical 
analogies the conclusion is justified. .Dr. Joseph Fine, 
under the title of “Filterable Virus Diseases in Man’, has 
written an excellent little book setting forth a classifica- 
tion of the various diseases, arranged so as to show the 
relationships between them. Each occupies a few pages 
only, but Dr. Fine has attempted to include the main 
bacteriological, pathological and clinical facts, and sketches 
of experimental results obtained by individual workers, 
reference to whose original papers may be had by the 
use of a bibliographical list at the end of each chapter. 
Not content with this, Dr. Fine attempts, and successfully, 
to adjudicate in cases in which leading workers have been 
at variance; his summing up in such cases displays 
sound judgement, and is a feature of the book. 

Brevity is a good thing, but the work suffers from undue 
condensation. Where the meaning could have been 
expressed at slightly greater length in simple words of 
one syllable, a clipped technical language makes reading 
difficult. Sometimes the meaning is obscure at first 


1“Filterable Virus Diseases in Man”, by J. Fine, M.D., 
B.Se., D.P.H., D.T.M.; 1932. Edinburgh: E. and S. Livingstone. 
Crown &Svo., pp. 144. Price: 6s. net. 
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glance, as, for instance, on page 11: “Sawyer mentions a 
case of passive immunity seventy-five years after an 
attack”, and on page 80: “Convalescent serum is most 
effective a few weeks after recovery.” Such examples of 
clumsy writing are not rare, while at the bottom of page 6 
a sentence appears as a direct contradiction of the pre- 
ceding one, and it is only on careful rereading that one 
discovers what the author really does mean. On page 
10 it is stated that “recovery from yellow fever is invari- 
ably accompanied by the development of protective sub- 
stances in the serum”, and the statement is repeated on 
page 21, but on page 125 it is said that “no antibodies are 
found in convalescent serum”. 


Dr. Fine’s classification, which is repeated in a tabular 
appendix, may not have a scientifically accurate basis, but 
it is a reasonable one, and should help the reader greatly 
in his attempts to get a full view of a difficult subject. 
He first divides the viruses into those possessing an inter- 
mediate host and those transmitted directly. The first 
division contains the yellow fever and the typhus groups. 
The second is subdivided into four groups: the dermo- 
tropic, comprising warts, molluscum contagiosum, and 
trachoma; the neuro-dermotropic (herpes zoster, varicella 
and variola); the neurotropic, containing poliomyelitis and 
rabies; and the respiratory, which includes, among others, 
measles, mumps and psittacosis. 


He favours the idea that the cell inclusion bodies in 
such diseases as poliomyelitis, herpes and varicella are 
end products, considers it likely that the viruses of herpes 
and encephalitis lethargica are essentially identical, and 
is more emphatic regarding those of zoster and varicella. 
On the whole, he discounts Noguchi’s views on the lepto- 
spiral origin of several virus diseases, but in view of 
Kuczinski’s work he is non-committal about yellow fever 
and also about the radical identity of the typhus virus 
(Rickettsia prowazeki) with X proteus strains. He rightly 
dismisses the possibility of the streptococcal or diplococcal 
nature of measles. 

The little book is worth careful study, and is recom- 
mended strongly to pathologists and research workers, 
and to those practitioners of a speculative turn of mind, 
who may find it open up for them fascinating views of a 
field of medicine as yet little exjlored. 


THE MIND. 


Dr. A. C. Doveras’s book, “The Physical Mechanism of 
the Human Mind”, is of modest size and coniains an 
attempt to present a scientific theory of mind upon a 
materialistic basis, and with the latest advances in physio- 
logical knowledge as a mainstay. In particular, frequent 
reference is made to the work of Sherrington, Pavlov and 
others on the various forms of reflexes and their 
integration. 

We may indicate the writer’s argument with an abbrevia- 
tion of his sketch of the evolution of integrated nerve 
patterns. He suggests that, starting with a lowly proto- 
plasmic organism, such as the ameba, we can discern 
in its nucleus the rudiments of the exquisite neural 
mechanism of higher animals, in its chemical affinities 
the nascent senses of smell and taste, and in its reaction 
to stimuli, the origin of the nerves of pain. Following 
upon these ancient but fundamental patterns come “con- 
ditioned” reactions of the developing sense of touch. With 
progressive specialization of the motile apparatus and 
refinement of the tactile sense these patterns gain in 
ecomprehensiveness and definition, so that psychic results 
are foreshadowed. To the aggregate of these associated 
patterns the origin of the concept of self may be traced. 
Knowledge reaches its highest organic expression in the 
human cortex, in those perception patterns which are the 
summation and culmination of ages of evolution. And 
with experience knowledge has become organized in 


1 Mechanis: f the Human Mind”, by A. C. 
Douglas, M. Ch.B.; 1932. gp tx E. and 8. Livingstone. 
Demy 8vo., pp. 265, with fllustrations. Price: 15s. 6d. net. 


associated categories dealing with memory, thought, reason, 
speech, and so on. 

The writer makes a point of cutting out “psychological 
jargon”, as he calls it, and employing language which may 
be understood by the general reader, and in this he cer- 
tainly succeeds. We are acquainted with no work on 
psychology in which the argument is submitted with 
greater lucidity. Numerous diagrams and many apt verbal 
illustrations facilitate the grasp of more intricate points, 
and the facts are marshalled in good order and altogether 
make a forceful and convincing display. 

The publishers have performed their task admirably, 
and the print is excellent. 


PHYSIOLOGY OF THE NERVOUS SYSTEM. 


A LITTLE book on the physiology of the nervous system 
and special senses, by Dr. H. J. Vazifdar, of the University 
of Bombay, is published to meet the demands of the 
student of medicine, and is written by one who is a teacher 
and an examiner and who therefore knows what the 
student requires.? 

The writer states with commendable frankness that he 
lays no claim to originality; his whole task has been to 
search the pages of more bulky text books, inaccessible 
to the student, and make a résumé of their contents. 

The subject matter is divided into two sections: the 
first deals with the structure and functions of the spinal 
cord, medulla oblongata, pons, basal ganglia, cerebrum 
and cerebellum; the second, with cutaneous and deep 
sensibility, and the senses of smell, taste, vision and 
hearing. 

The descriptions under these various headings are brief 
but adequate, and useful diagrams illustrate the text. 
Of course, in such a compilation it is only to be expected 
that statements will appear with which many will disagree; 
for example, no one who has read Hughlings Jackson will 
admit that in a case of agraphia speech is unaffected; 
but as these statements have been copied from text books, 
this writer cannot be heid responsible. 

In a work describing the instruments of the nervous 
system it is surprising that the vegetative apparatus 
escapes special mention. This might be supplied in 
another edition, and at the same time many misprints 
and misspellings (propioceptive, steriognosis, planter, 
Bastion, Horsely, sic) might be corrected. 


HYGIENE. 


In his preface to “An Introduction to Hygiene” the 
author states that he has essayed to meet the actual 
requirements of the undergraduate, who, after developing 
an interest in public health problems, may desire to go 
further with the study of an attractive subject? 

A study of this book, however, suggests that Dr. 
Robertson’s opinion as to the actual requirements of the 
undergraduate differ fundamentally from those of most 
recent writers upon the medical curriculum and the place 
of hygiene therein. 

The work is a dull catalogue of facts and proscriptions 
illustrated by diagrams of elementary plumbing and archi- 
tecture. The first chapter dealing with food, for example, 
relates to its legislative control, and the first page deals 
with constables, hawkers and horseflesh. 

Memorization of the volume would, presumably, equip 
the student to pass the examination in public health which 
is set in Edinburgh. 


1“Physiology of the Central Nervous 


Senses (for the Use of Students)”, 4 

L.M. and §., F.C.S., F.C.P.S.; Fifth edition ; 1929. 

Thacker, Spink and Company. Demy 8vo., pp. 301, with 30 

illustrations. Price: 7s. net. 
2“An Introduction to H 


D,P.H., F.R.C.P.B.;. 1931. 
Crown’ 8vo., pp. "207, with illustrations. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


COMPOUND FRACTURES OF THE LOWER 
LIMB. 


of well balanced judgement and of meticulous 


attention to detail. A stiff joint, an angular | 
deformity, or a residual nerve paralysis, though | 
sometimes quite unavoidable, may be a standing | 
reproach to a medical practitioner and the best | 
possible advertisement to his lack of skill. The | 
story is told of a well known and most skilful | 
surgeon who held several hospital appointments, | 
that a man with a shocking angular deformity of | 
the femur, the result of a fracture, stopped him in | 
the street and asked an alms. When on inquiry | 
as to the deformity and how it was brought about | 


the surgeon was told: “You set my leg, Doctor”, | 


he promptly resigned all hospital appointments but | 


one. Unless a medical practitioner is prepared to 
give personal supervision to every patient with a 
fracture, he would be well advised to leave the 
work to others. With compound fractures treatment 
is complicated by the presence of a wound which is 
usually infected by septic organisms before reduc- 
tion of the fracture is attempted. The risk to the 
patient, therefore is greater and treatment is much 
more difficult. 


In another place in this issue will be found an 
account of a meeting of the New South Wales 
Branch of the British Medical Association held for 
the purpose of discussing the treatment of com- 
pound fractures of the lower limb. In the papers 
of Dr. John Hoets and Dr. George Bell, and in the 
discussion, are several points which call either for 
comment or for further action. These have to do 
with the questions of primary splinting, of shock 
and of the methods of treatment. Taken in the 
reverse order, these questions concern, first, the 
medical attendant, the surgeon, in charge of the 
patient after his admission to hospital, secondly, 
the surgeon, the hospital and its officers, and thirdly, 
those who render first aid. 

It will be obvious that no one method can be 
described as the only satisfactory method of 
treating compound fractures of the lower extremity. 


| The more experienced the surgeon and the greater 
his skill, the more ready will he be to vary his 
‘ _ treatment according to the type and extent of the 

Tuere is no need to emphasize in a journal | 
intended entirely for medical readers the importance | 
in the treatment of fractures of sound knowledge, | 


injury caused by the fracture, the condition of the 
patient and the length of time that has intervened 
between the accident and his seeing the patient. 
It would probably be correct to say that a surgeon’s 
readiness to adapt his treatment to different 
circumstances was a criterion of his skill and 
experience. The advocates of the use of débridement, 
suture and the application of plaster will not adopt 
these methods to the total exclusion of others, nor 
will those whose best results have been obtained 
with the Carrel-Dakin method invariably use it. 
The greater number of compound fractures will 
probably do well with any of the well known 
methods properly applied, and this is the reason 
why one surgeon appears as the protagonist of one 
method and another of another method. At the 
same time this statement does not mean that one 
method has not a wider range of application 
than another. As several speakers at the Sydney 
meeting stated, stress must be laid on the fact 
that débridement is an operation calling for con- 
siderable skill and operative dexterity. It should 
not be undertaken by the tiro in surgery. Again, 
since certain types of infection will respond to the 
Carrel-Dakin method, as they will to no other, 
every medical practitioner who is likely to be called 
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upon to attend patients with compound fractures 
should be thoroughly acquainted with the Carrel- 
Dakin technique. There is no more excuse for a 
medical practitioner who is ignorant of the Carrel- 
Dakin technique than there is for one who does 
not know the principles of skeletal traction. 

The second point for discussion is the treatment 
of shock. This does not require much comment. 
The value of the resuscitation tent was proved 
during the Great War. We are quite at a loss to 
understand why provision is not made at all large 
hospitals for the application of resuscitation 
methods at a moment’s notice. In this matter the 
hospital and its officers cannot be held blameworthy 
unless they have deliberately ignored the recom- 
mendations of its surgeons. If the recommendations 
of the surgeons are ignored, the whole staff should 
take the matter up with the board of management. 
Such representations could not be lightly dis- 
regarded by any board. It is more than likely that 
where resuscitation apparatus is not in constant 
readiness for use, the surgeons have not been 
sufficiently insistent on its provision. 

The third point has to do with adequate splinting 
when first aid is rendered. All speakers at the 
Sydney meeting were unanimous regarding the need 
for the provision of Thomas splints in ambulances. 
One speaker related his attempts some years ago 
to have the use of these splints adopted by the 
ambulance organization. The matter cannot be 
allowed to rest. In the ordinary course of events 
papers are read at Branch meetings, and when 
some obvious deficiency is discovered, much talk 
follows and nothing is done. The Organization and 
Science Committee of the New South Wales Branch 
of the British Medical Association arranged the 
meeting under discussion and chose the subject. 
Since, by discussion at the meeting, the obvious 
need was shown to exist, and since the ambulance 
authorities cannot be expected to supply Thomas 
splints to their ambulances and to instruct their 
officers in the use of the splint without being con- 
vinced of the necessity for taking such a step, it is 
logical to suggest that the Organization and Science 
Committee should take action without delay. 
Branch meetings should not be allowed to remain 
occasions of empty words and pious hopes. 


Current Comment. 


MASSAGE. 


Every medical practitioner has occasion to 
prescribe or to practise massage. This form of treat- 
ment is one of the oldest in human history ; indeed, 
it is a natural form of treatment and is practised 
instinctively, in the relief of pain, for example, or 
in the restoration of circulation in a numbed 
member. In text books it may be read that massage 
is sometimes of value, or massage may be tried, or 
massage is recommended ; this information is usually 
given without any comment on the object of mas- 
sage or its possible effects. A form of physical 
violence that passes for massage is practised most 
assiduously by unscientific people in most athletic 
dressing rooms; very often this is torture rather 
than therapy, and is probably harmful. Generally 
it may be taken that the average person’s ignorance 
of massage is profound, and the average medical 
practitioner’s knowledge of massage is not com- 
mensurate with his knowledge of other therapeutic 
measures. It is of particular interest, then, to read 
an account of two investigations conducted by 
D. P. Cuthbertson.?. In his experiments on normal 
persons he found that the immediate effects of 
massage were an increase in the flow of urine and 
an increase in the quantity of urinary nitrogen 
and the urinary solids generally; this increase was 
soon succeeded by a decrease, with the result that 
there was little or no alteration in urinary excretion 
over a period of twenty-four hours. In three of the 
seven experiments there was a slight decrease in 
the output of nitrogen in the urine. Cuthbertson 
observed no immediate or delayed effect on the 
pulse rate, arterial blood pressure, or the basal 
consumption of oxygen. Increase in the quantity 
of oxygen consumed occurs as an immediate effect 
of massage, as of exercise; but, of course, immedi- 
ately after either massage or exercise, basal con- 
ditions cannot be said to exist. The massage, which 
occupied a period of fifty or sixty minutes, con- 
sisted in stroking, compression and percussion, in 
each experiment. His general conclusion is “that 
massage has but little detectable influence on the 
metabolism of normal individuals ...” In his 
experiments on patients convalescing from frac- 
tures of the lower extremity or the operation of 
osteotomy, Cuthbertson found that massage supple- 
mented by passive movement, applied for twenty 
minutes a day, caused a decrease in the excretion of 
nitrogen, su!phur and phosphorus in seven of nine 
cases. Clinical and biochemical evidence indicated 
that the retained substances were being utilized 
chiefly in the formation of muscle and bone. In 
some cases increased retention of nitrogen had com- 
menced before the application of massage. In one 
experiment massage was discontinued after a time; 
the amount of nitrogen excreted each day thereafter 
remained about the same. 

Cuthbertson does not state whether massage was 
applied to the affected limb only or to the body 

1The Quarterly Journal of Medicine, July, 1932. 
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generally. This may be a point of some importance. 
In most of the experiments, active and passive 
movements were employed in addition to massage; 
it would be of interest to note the effects of move- 
ments without massage on the metabolism of 
sulphur, nitrogen and phosphorus. ~ 

This work is of some value, as it provides 
scientific evidence to show that massage can 
reasonably be employed as an aid to the rebuilding 
of muscles atropiied through disuse. It is interest- 
ing that, while massage had a pronounced effect on 
the metabolism of abnormal people, it had a 
negligible effect on that of healthy people. 


ALCOHOL AND INHERITANCE. 


Tue adoption of the experimental method in the 
study of the effects of alcohol upon the mental and 
bodily functions is welcome. Of course, it must be 
remembered that certain experiments can be carried 
out on animals only and the results cannot always 
be applied in toto to man. But within the limits of 
this discretion and with this caution it must be of 
great advantage to introduce the elements of exact- 
ness and adequate control into a subject eternally 
agitated by the tempests of partisan dispute. 

How difficult it is to attain exactness is shown in 
a recent publication of the results of the work done 
by F. M. Durham and H. M. Woods on the influence 
of alcohol upon inheritance... The object of this 
research was to repeat the work of C. R. Stockard. 
of Cornell University. Stockard’s work seemed to 
show that the administration of alcohol to animals 
in intoxicant quantities caused a lowered birth rate 
and the production of defective offspring. More- 
over, such tendencies appeared to be inherited, and 
the offspring of later generations of his animals 
showed an unduly high proportion of defects and 
deformities. On the strength of this work Stockard 
believes that “the germ-cells in the male or female 
mammals may be changed or affected by a chemical 
treatment administered to the body of the indivi- 
dual”, and that this may cause “more or less marked 
deviation from the normal in many definitely 
measured qualities, such as their mortality records, 
structural appearance, nervous reactions, and their 
ability to reproduce”. Durham and Woods were 
unable to substantiate this claim. The difference 
between the two sets of results appears to be due 
to variations in the precautions taken to prevent 
the appearance of Mendelian characteristics, these 
being intensified by inbreeding, and also to the fat 
that the diets and living conditions of the test 
animals have been most carefully controlled in the 
later work, in the light of the recent research on 
the relation of diet to nutrition and reproduction. 
Much knowledge has been gained in this latter 
regard since the publication of Stockard’s work. 

Rats, mice, guinea-pigs and fowls have all been 
used by various investigators. Durham and Woods 
followed Stockard in using guinea-pigs. They took 


1“Alcohol and Inheritance: An Experimental Study”, by 
F. M. Durham and H. M. Woods, Medical Research Council of 
the Privy Council, Special Report Series, No. 168. 


particular care to select healthy and unrelated 
animals. From these selected breeders a stock was 
raised, and to eliminate any risks of inbreeding, 
fresh blood from sound stock was introduced after 
three years. Two litters were taken from each pair 
of guinea-pigs before the experiment began, in order 
to study the genetic behaviour of the race in 
question. Thus all care was taken to eliminate 
inherent defects in the stock. The alcohol was 
administered by inhalation. The animals were 
exposed to the fumes of 95% alcohol in special tanks, 
for two hours at a time in the case of the males 
and for three hours in the case of the females. This 
exposure caused definitely intoxicant effects, but 
did not affect the general health of the animals. 
It was noted that the does were more readily 
affected during pregnancy and early lactation. The 
dietary adopted was most liberal, as it needs to be 
with an animal that can eat its own weight in a 
day, and the amount of fresh green food supplied 
was considerably greater than that used by 
Stockard. Control animals were kept under 
identical conditions, 

The brochure embodying this work contains 
protocols of the experiments and may be consulted 
for details. Summarized, the authors’ conclusions 
are as follows. They find no evidence that exposure 
to alcohol injures the germ cells. No increase in 
abnormalities was observed in the offspring of 
treated animals, and such as occurred was noted to 
appear in related families bred from the original 
stock. Fertility and sex ratio were unaffected in 
the offspring. The only evidences of deterioration 
found in alcoholized animals were slightly lowered 
weights of descendants and an increased mortality 
rate for still-births and deaths in the first three 
weeks after birth. It is pointed out, however, that 
the former is probably due to inbreeding (these 
experiments must go on for a number of years) and 
the latter to the age of the animais, for the highest 
mortalities in offspring were observed in older 
animals, over two years under treatment. 

Durham and Woods mated the offspring of 
alcoholized parents with others of like origin. On 
Mendelian principles this would be expected to pro- 
duce a higher proportion of abnormalities than the 
plan followed by Stockard, who mated the litters of 
treated animals with healthy controls. Thus the 
evidence seems strongly against the production by 
alcohol of a deleterious effect upon the genetic 
behaviour of guinea pigs. 

This work is important. If it be a biological 
truth that artificial exposure to the action of a 
drug causes damage, permanent and heritable, to 
the germ plasm, it might well be, as these authors 
point out, that natural exposure to toxins, for 
example, of infections, could produce a similar 
effect. Of course, the question of alcohol in its 
sociological relations to the human race does not 
arise here at all. Such experiments add to know- 
ledge, but the authors expressly disclaim any 
attempt to push their conclusions farther than the 
point at which they aimed. 
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Medical Literature. 


DERMATOLOGY. 


Neurotropism of Spirochzta Pallida. 


G. W. Rarziss AND M. SEVERAC 
(Archives of Dermatology and Syphil- 
ology, August, 1932) inoculated 
thirteen mice with chancre emulsion 
of syphilitic rabbits; four of these 
died intercurrently and the remaining 
nine were killed from one hundred 
and eighteen to one hundred and sixty- 
seven days after inoculation. Emul- 
sions of their internal organs (brain, 
liver, spleen and popliteal lymphatic 
glands) were injected into the testicles 
of normal rabbits. It was thus shown 
that all of the mice became infected, 
although in all cases the infection 
was entirely asymptomatic. It is sig- 
nificant that the inoculation of rabbits 
with emulsion made from the brains 
of mice gave positive results in 87% 
of cases. It was further shown that 
the spirochetes that have thus passed 
through the brain of the mouse 
acquired the property of penetrating 
the brain of the rabbit, since the trans- 
plantation of brain tissue of rabbits 
inoculated intratesticularly with such 
spirochetes gave positive results in 
a large number of cases. In the 
experiments such a neurotropic strain 
was carried in one case through three 
successive passages by transplantation 
of brain tissue alone, while in another 
experiment one passage by means of 
chancre transplantation was also 
included. Spirochetes that have not 
passed through the brains of mice 
are incapable of penetrating the brains 
of rabbits. As a result of these experi- 
ments it now becomes possible to 
utilize the rabbit for the study of the 
effect of various curative agents on 
spirochetes in the central nervous 
system. 


Skin Diseases in Non-Surgical Renal 
Disease. 

L. CHarGIn AND H. (Archives 
of Dermatology and _ Syphilology, 
August, 1932), in a study of the his- 
tories of eleven hundred patients with 
nephritis over a period of fifteen years, 
found that skin diseases were present 
in three hundred and twenty patients, 
divided according to tables given. 
The diseases found can be divided 
roughly into three groups: (a) der- 
matoses regarded as having a direct 
relationship to nephritis and its com- 
plications, (b) dermatoses of uncer- 
tain association with nephritis, and 
(c) miscellaneous. The most frequent 
condition associated with nephritis is 
hemorrhage. The next in order is 
pruritus with its sequele. Erysipeloid 
is the most common skin condition 
associated with lipoid ‘“nephrosis” 
(42%). The only other renal disease 
in which it is encountered is chronic 
glomerular nephritis with a nephrotic 
element (10%). Patients with 


azotemia suffer from skin diseases 
more often those 


without 


azotemia. With the exception of urea 
frost, the etiological relationship 
between skin diseases and urea is not 
clear. Urea frost is an uncommon skin 
finding, occurring most frequently in 
malignant sclerosis. Drug eruptions, 
although observed, are not common in 
nephritis of any type. 


Xeroderma Pigmentosum. 


H. MonTseoMERY AND M. J. REUTER 
(Archives of Dermatology and Syphil- 
ology, August, 1932) report a mild 
case of xeroderma pigmentosum affect- 
ing a woman, aged thirty-two years. 
The condition started apparently when 
the patient was seventeen, although 
possibly in early childhood. No ulcera- 
tions or neoplasms were present. 
Diagnosis was established only by 
histopathology. Non-pigmented papular 
lesions on the abdomen, which histo- 
logically, however, gave evidence of 
decreased but spotted pigmentation, 
and other changes typical of zero- 
derma pigmentosum were unusual. 
So-called senile atrophy of the skin 
and sensitivity to light or increase in 
pigmentation of the skin from 
exposure to light are not necessarily 
primary etiological factors in the 
disease. The authors believe that 
many mild cases are erroneously diag- 
nosed as leutigisces. Diagnosis is 
important, so that the patients may 
be warned of the danger of malignant 
disease and that they may protect 
themselves from the ultra-violet rays 
of the sun. 


Erysipeloid: An Occupational Disease. 


T. H. B. Beprorp (The British 
Journal of Dermatology and Syphilis, 
July, 1932), in a description of 
erysipeloid, based mainly on observa- 
tions made in twelve cases, found that 
the condition occurred chiefly in the 
hands of people who handled fish, 
meat, poultry, and other kinds of dead 
animal matter. The disease, which is 
stated to be comparatively rare in 
England, occurred between July and 
November, and in no instance did the 
infection take place through the 
unbroken skin. In all of the twelve 
cases the lesion started on a finger 
or thumb and the average incubation 
period was five days. There was con- 
siderable discomfort in the affected 
part, but no alteration in the pulse 
rate or the temperature. The treat- 
ment which appeared to do the most 
good was frequent applications of an 
ointment consisting of 40% of ichthyol 
in vaseline. 


Bacteriology of the Intestine and 
Blood in Psoriasis. 


J. C. Torrey anp H. J. ScHwartz 
(Archives of Dermatology and Syphil- 
ology, July, 1932) have reported their 
observations on the intestinal flora in 
thirty cases of psoriasis and on blood 
cultures in sixteen cases. The writers 
state that the types of bacteria vege- 
tating in the intestine in such cases, 
as revealed by examination of the 
stools, do not differ essentially, either 
qualitatively or quantitatively, from 


what might be encountered in a 
similar series of non-psoriatic persons 
who are not sufferers from gastro- 
intestinal disabilities. There was no 
evidence from the bacterial types 
encountered that any unusual bacterial 
toxin of a soluble nature or toxic pro- 
duct from bacterial decomposition 
is formed in cases of psoriasis. 
These examinations did not reveal, 
moreover, anything abnormal as 
regards fungi, and monilie occurred 
irregularly and always in small 
numbers. Attempts at blood culture 
were unsuccessful in eleven cases. In 
the five cases with positive cultures 
bacteria, apparently of intestinal or 
buccal origin, were isolated, but these 
were diverse in type. Intradermal 
inoculations were made with auto- 
genous antigens prepared from cul- 
tures isolated from the stools or the 
blood in ten cases. There was no 
evidence of allergic sensitization to 
the test bacteria in these cases. 


UROLOGY. 


Nocturnal Incontinence. 


G. Marion (Journal d’Urologie, July, 
1932) has practised with great success 
the method of Cahier in treating noc- 
turnal incontinence of urine. Normal 
saline solution is injected into each 
side of the perineum ‘n amounts vary- 
ing from fifty to eighty cubic centi- 
metres, according to the age of the 
child. The needle is made to pene- 
trate to a depth of two to four centi- 
metres, also according to age. When 
the injection is made in the proper 
position, the fluid is in the region of 
the sphincter muscle of the mem- 
branous urethra and the penis is seen 
to become erect. In girls, the injected 
fluid lies in the neighbourhood of the 
vesical neck. The injections are not 
very painful as a rule, and the patients 
can run about immediately afterwards. 
The injections are made about twice 
a week. If no improvement occurs 
after five injections, they should be 
discontinued. When improvement 
occurs, one should give six to ten 
injections. They should be given for 
a little time after the incontinence 
disappears to secure the best results. 
The author does not know how they 
act, but proposes the following 
explanation. Direct pressure on the 
urethra or else pressure on the nerves 
leads to suppression of the act of 
urination, except when the will acts. 
Nocturnal incontinence is a true tic 
and the temporary suppression of 
involuntary urination leads little by 
little to the permanent disappearance 
of the urinary tic. 


Hypospadias and Epispadias. 

Priastic repair of urethral defects 
and bladder neck inefficiency is 
reviewed by A. B. Cecil (Journal of 
Urology, May, 1932). The history and 
relative efficiency of the various opera- 
tions are reported from the literature. 
From his own experience the author 
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emphasizes the following points: (i) 
All repairs of the urethra must be 
accompanied by complete deviation of 
the urine and must conform to the 
principles of plastic surgery. No 
foreign body can be left in the new 
urethra. (ii) Obstetricians and pedi- 
atricians should insist on correction 
of penile deformity in the first two 
years of life. No operation for the 
formation of the urethra may be 
undertaken until the deformity is com- 
pletely cured. (iii) Hypospadias is 
most successfully treated by Thiersch’s 
operation. (iv) Epispadias with 
incontinence is frequently curable 
without uretero-intestinal implanta- 
tion. (v) The author believes that 
H. H. Young’s reconstruction of the 
bladder neck is ideal for this type of 
incontinence. 


Genital Tuberculosis in Young Men. 


G. PARVULESCU AND H. VASCOBOINIC 
(Journal @Urologie, November, 1931) 
state that genital tuberculosis in 
young men, although frequently cured 
spontaneously, undergoes a_ rapid 
evolution as arule. The testicle itself 
is affected more often than is thought. 
One should aim at conservatism in 
treatment, but once operation is 
decided upon, al] intrascrotal lesions 
should be thoroughly removed. For 


economic reasons, surgical treatment . 


is often preferable, for where the 
patient cannot afford the time and 
expense of a long medical treatment, 
he will welcome a quick cure. If the 
testicle is affected at all, it must be 
removed with the epididymis, but if 
the tuberculosis is bilateral, one 
should abstain from the complete 
surgical mutilation of such young 
patients. 


Tuberculous Bacilluria. 

E. RaMEL (Zeitschrift fiir Urologie, 
June, 1932) reports six cases of tuber- 
culous bacilluria in which the follow- 
ing conditions of a pure bacilluria 
were fulfilled. (i) No sign of any 
urogenital tuberculosis was present. 
(ii) The renal efficiency was normal. 
(iii) No pus cells, red blood cells, 
albumin or casts were found in the 
urine. (iv) Acid and alcohol fast 
bacilli were present in the sediment; 
they were proved to be_ tubercle 
bacilli by anima] injection. In none 
of these patients was there tuberculous 
disease of any internal organ. In one 
patient a definite skin tuberculosis 
was present. In four patients skin 
changes were present (acne vulgaris, 
erythema nodosum, lupus erythema- 
tosus, mixed syphilitic and _ tuber- 
culous infection). These four lesions 
were considered as the cutaneous 
expression of a very mild tuberculous 
bacillemia. In the sixth case there 
was no clinical sign at all of tuber- 
culosis. The author looked upon this 
case as an activation of a clinically 
healed tuberculosis. 


Renal Tuberculosis. 
A. Scumipt (Zeitschrift fiir Urologie, 
February, 1932) reports on the results 
of treatment of 155 cases of renal 


tuberculosis observed between 1915 
and 1929. Nephrectomy was carried 
out in 142 cases, and all the conditions 
proved to be chronic renal tubercu- 
losis; not once was an acute miliary 
tubercu'’»%sis seen at operation. of 
all the patients 10% were in an early 
stage of the disease, the rest were in 
well developed or in the later stages. 
Only twice in the 155 cases were 
calculi coexistent with the _ tuber- 
culosis. Fifteen of the total patients 
had bilateral tuberculosis, and only 
two of these patients were subjected 
to operation. All fifteen died within 
three years. Only two patients died 
soon after operation. Of the 142 
patients operated upon, replies to 
inquiry were received concerning 106; 
79 are living. Seventy-one out of the 79 
still known to be iiving are completely 
cured of tuberculosis, but the other 
eight are suffering from pulmonary 
tuberculosis; they are, however, free 
from bladder pain, although their 
general condition is not satisfactory. 


Pyeloscopy in Practice. 


WHILE admitting that pyeloscopy 
requires much time, care and special 
apparatus, W. P. Herbst (Urologic and 
Cutaneous Review, September, 1932) 
insists that it provides information 
not otherwise obtainable by present 
practical methods. Cinematographic 
studies are ideal for the purpose, but 
excessively expensive. The scope of 
this method lies chiefly amongst those 
cases of painful kidney in which no 
organic lesion is found and which may 
be due to neuro-muscular incoordina- 
tion. The author uses a 30% solution 
of sodium iodide, filling the pelvis and 
ealyces under vision. There is some 
risk in using so strong a solution for 
bilateral pyeloscopy and also in 
removing the catheter from an 
inefficiently drained kidney in testing 
the emptying time of the pelvis. He 
states that his criteria for the diag- 
nosis of “renal sympathetico-tonus” or 
“hyperdynamic activity of the renal 
pelvis” agree with those of Harris in 
every particular. In contradistinction 
to Legen, he does not believe pyelo- 
scopy to be as useful as pyelography 
for renal tumour. Discussing nephro- 
prexy, he explains the success of this 
operation in the hands of some sur- 
geons, while others find it a compara- 
tive failure, by the respective tech- 
niques adopted. The former, Herbst 
remarks, remove the kidney from its 
bed completely and clear the pedicle 
with great care; the latter perform 
the fixation with as little disturbance 
to adjacent tissues as possible. The 
inference is that in successful cases 
an almost complete denervation of the 
pedicle has been carried out. The 
author now performs denervation of 
the pedicle only for nephroptosis. 
Descriptive cases and figures are 
given illustrating these points. 


Plastic Operations in Hypospadias. 


U. HEYNEN (Zeitschrift fiir Urologie, 
May, 1932) declares that the number 
of methods advised for repairing the 
urethral defect in hypospadias is 


‘the vesical neck; 


evidence that no one type of procedure 
is suitable for all cases. Nevertheless, 
it may be stated in a general way that 
skin-plastic and particularly scrotal- 
plastic operations should be preferred, 
for they give the quietest and surest 
result, and the patient himself runs 
less risk. Failing the possibility of 
using neighbouring skin, there come 
in order of preference, pedicle trans- 
plantation, for example, with vesical 
mucosa, and free transplantation, for 
example, with the saphenous vein. The 
chief condition to be complied with 
in skin-plastic operations, if success is 
to be assured, is that the new urethral 
canal shall be as wide as is possible. 
The author reports a case in which a 
urethral defect 8-5 centimetres long 
ben made good by utilizing the scrotal 
skin. 


The Transvesical Route in Prostate 
Operations. 


G. Marion (The Journal of Urology, 
March, 1932), after an experience of 
seventy-four cases spread over several 
years, counsels the transvesical opera- 
tion for various diseased conditions 
of the prostate besides the ordinary 
senile adenomatosis. The indications 
for intervention by this route are as 
follows: (i) Lightly suppurating pros- 
tatitis, rebellious to all ordinary forms 
of treatment; (ii) chronic prostatitis 
complicated by a fairly large abscess, 
or abscesses, opening into the urethra; 
(iii) chronic prostatitis accompanied by 
perineal fistula with peri-prostatitis; 
(iv) chronic prostatitis accompanied 
by prostatic calculi; (v) chronic pros- 
tatitis accompanied by hypertrophy of 
the prostate. When enucleation of the 
prostate is indicated, as in cases where 
numerous small abscesses complicate 
the prostatitis, one must incise the 
whole thickness of the vesical wall by 
two incisions lying obliquely behind 
through these 
incisions the latent lobes are shelled 
out. When a fairly large abscess 
exists, one may simply break into the 
cavity with the finger and so dilate 
the parts in this way that thorough 
drainage is obtained. With prostatic 
calculi one opens the pockets in which 
the calculi are lying, and then removes 
them. When an ordinary adenoma 
accompanies a chronic prostatitis or 
an abscess, the usual enucleation 
allows sufficient drainage for the pros- 
tatitis or abscess. When infection is 
severe, a preliminary autogenous vac- 
cine course is useful to prevent 
accidents of sepsis. 


Cultures in Urinary Infections. 


R. O. Herrorp AND E. E. Ewart 
(Urologic and Cutaneous Review, 
August, 1932), discussing urinary 
tract infections, draw attention to the 
discrepancy frequently noted between 
stained smears and cultures with 
regard to the bacterial content of 
urine. They advise incubation of the 
urine prior to making subcultures as 
a more certain cultural method than 
the direct transference of small 
quantities of urine or its precipitate 
to culture media. 


| 
} 
| | 
| 
| 
| 
| 
| 
at 
3 


520 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Ocroper 22, 1932. 


British Wedical Association Mews. 
SCIENTIFIC. 


A MEETING OF THE NEw SovutH WALES BRANCH OF THE 
BritisH MEpIcAL AssocIATION was held on August 25, 1932, 
in the Robert H. Todd Assembly -Hall, British Medical 
Association House, 135, Macquarie Street, Sydney, Dr. A. J. 
Gipson, the President, in the chair. 


Compound Fractures of the Lower Limb. 


Dr. JoHN Hoets read a paper entitled: “Treatment of 
Compound Fractures of the Lower Limb” (see page 497). 


Dr. GrorGE Bett read a paper entitled: “The Primary 
Treatment of Compound Fractures of the Lower Limb” 
(see page 501). 

Dre. A. H. MoseEtey said that he was particularly 
interested in the treatment of amputations. He said that 
he knew that many English surgeons were strongly against 
an end bearing amputation. He could not see why. In 
amputations they should give, if possible, six inches of the 
tibia, although sometimes it was possible to give only 
three or two and a half inches. An amputation below the 
knee, even if too short for a below-knee leg, gave an 
excellent end bearing stump. Even if scar tissue was leit 
about the stump, excellent results were often obtained. 
Dr. Moseley thought that it was a mistake to amputate 
through the knee joint, since the condyles would not stand 
the pressure; it was better to make the cut above the 
condyles and to leave a flat surface. He quoted a case 
in which Dr. R. B. Wade had sawn through the femur 
above the condyles and had attached the patella to the cut 
end of the femur; the patient, who was a thirteen stone 
man, now played an excellent game of tennis. That the 
patient should be able to walk comfortably was most 
important:in improving his outlook on life. Dr. Moseley 
said that in his own instance reamputation had brought 
far greater comfort, as he now took a lot of weight on the 
end. He used to drive his car with the clutch and brake 
coupled, but: now he could do without this device. Dr. 
Moseley could not understand why the stump should not 
take weight. In hot weather the skin over the ischium 
often chafed and every pound of weight taken on the end 
of the stump took weight off the ischium. It was possible 
to get end bearing half way up the thigh with excellent 
results. 

Dr. Moseley then quoted some fittings carried out at 
Roehampton by Muirhead Little. Out of 549 of the 
patients who in 1917 were fitted with legs, 275 were fitted 
with an end bearing pad. Among 220 consecutive patients 
who had been originally fitted with end bearing and who 
returned for repairs, it was found that 160, or 73%, were 
using end bearing. Seidler, of Vienna, in February, 1916, 
stated that out of 500 stumps, 297 were fit to bear weight. 

In the stump it was important to have the bone cut 
square and to cover it with skin, subcutaneous tissue and 
fascia. Muscles should not be used as an end covering 
ne ipa because they atrophied and wobbled and were 
ender. 

As to the wearing of artificial limbs, the first few months 
of wearing a leg were the most uncomfortable time. But 
he felt sure that those who wore legs had less pain than 
those who depended on crutches. As he knew from his 
own experience, one would occasionally have a nerve storm. 

In regard to first aid splinting, Dr. Moseley referred 
to the first use of the Thomas splint by the Fourteenth 
Field Ambulance at the Battle of Fromelles in 1916. It 
was used for compound fractures of the femur. The 
splint could be slipped on without removing the man’s 
clothes or boots and without giving an anesthetic, and 
apparently this did not cause great pain. The Liston 
splint was most difficult to apply. 

Dr. Moseley said that he could speak most favourably 
of nitrous oxide and oxygen as an anesthetic. He under- 
stood that wounds in the calf muscles and buttocks were 
most liable to gas gangrene; they must be careful about 
draining blood from between the muscles. Dr. Moseley 
thought that excision of wounds worked very well. The 


late Victor Horsley’s method of cleaning wounds with 
petrol and spirit was satisfactory; the petrol removed the 
grease and the spirit hardened the skin and kept it clean. 


Dr. H. S. Sracy said that most of the ground had been 
covered by the readers of the papers. He agreed with Dr. 
Moseley as to the wisdom of applying immobilization to a 
compound fracture to avoid shock. He thought that the 
addition of a Thomas splint to the ambulance equipment 
might be an improvement. Dr. Moseley was right, too, 
about the application of splints in the firing line; the 
mortality from gunshot wounds to the femur had been less 
under this measure. The calf and buttock muscles were 
most frequently affected by gas gangrene. Dr. Stacy men- 
tioned a case at Sydney Hospital in which gas gangrene 
had set in in a wound that involved only the subcutaneous 
tissues. It could in such positions be dealt with by 
incision. 

He went on to say that the methods of treatment of 
fractures (whether simple or compound) that were even- 
tually going to prevail, were those that were simple and 
capable of wide application; not merely those that could 
be applied by specially trained surgeons with the aid of 
a specially trained nursing staff and equipment. If, of 
course, only inferior results could be obtained without 
these aids,. then the treatment of fractures must remain 
in the hands of the expert. But, owing to the increased 
attention paid to fractures in recent years, it seemed 
that a greater degree of simplicity was being evolved, 
which would place modern methods at the disposal of a 
much larger number of practitioners, without any sacrifice 
to the patient. 


Amongst those contributing to this were surgeons like 
Watson Jones, of Liverpool, whose method of applying 
extension to fractures below the knee seemed capable of 
wide application. 

In the treatment of compound fractures Dr. Stacy still 
followed the old rule, in which, when the skin and soft 
tissues had been perforated from within (by the sharp 
point of the bene) the fracture was treated as a simple 
fracture. When the tissues were damaged from without, 
if the patient was seen early, he excised the wound (with 
closure if possible), but more vuiten followed excision by 
such treatment as a salt pack or the Carrel-Dakin method. 
For the Carrel-Dalin treatment the wound should be 
placed anteriorly; there must be no dependent drainage; 
Carrel-Dakin treatment and drainage were not compatible. 
At Compiegne during the war, they used to claim that 
they could render a compound fracture sterile in from 
ten to twenty-five days, but preliminary débridement was 
always done. This was very important. 


Dr. Stacy was inclined to think that once a compound 
fracture was infected, they might more often with 
advantage employ dependent drainage by making a stab 
wound posteriorly. 

He did not care to apply plaster until there was no 
danger of infection spreading; of course, one might have 
plaster with a window sometimes for months before the 
wound was actually healed. The three plaster method was 
very valuable, but, in the lower limb particularly, manual 
extension was often not sufficient to overcome overriding. 

A very valuable method in the lower limb was skeletal 
extension on the malleoli, with a weight of up to thirty 
pounds, for four weeks, then the application of plaster 
with the hooks still in position. When the plaster was 
hard the hooks might be removed. In the opinion of 
some surgeons plaster applied directly to the skin would 
keep up the corrected position as efficiently as the three 
plaster method. Dr. Stacy would not have thought this 
was correct, but presumably direct application on to the 
skin made the difference. 

In compound fractures reposition should be made early; 
he did not care to effect it when osteomyelitis was present. 

Anesthesia was necessary in a great many cases to aid 
correction. As a routine measure he preferred ether, but 
occasionally he used spinal anesthesia with “Percaine”, 
preceded by ephedrine. 

With the bones in correct alignment and devoid of any 
angulation, an ambulatory plaster splint might be put on 
about the eighth or ninth week; of course, no union 
would take place so long as infection was present, but 
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use would maintain nutrition better than massage et 
cetera. Most definitely, ambulatory splints should not be 
employed unless alignment was very good, otherwise too 
early weight-bearing would ruin what was earlier a good 
result. This was one of the tragedies of the treatment of 
fractures which had never been quite sufficiently 
emphasized; naturally, special care should be taken in 
compound fractures when much infection had been present. 


‘In conclusion, Dr. Stacy said that Dr. Bell could not 
have meant to refer to the Carrel-Dakin method in 
conjunction with drainage; the two were incompatible. 


Dr. C. E. Cortetre said that there was not a great deal 
to add. He agreed with Dr. Bell and Dr. Stacy and Dr. 
Hoets on main principles. But he differed in details and 
there were one or two things about which he felt very 
strongly. He was a strong advocate of the Carrel-Dakin 
treatment of compound fractures. It had no rival. He 
had tried “Bipp’” and had not been very satisfied; some 
would have “gone wrong” if he had not used the Carr#l- 
Dakin treatment. Some people said that this method 
should be used if sepsis arrived. Dr. Corlette did net get 
sepsis; he used the Carrel-Dakin method. It was used as 
a means of preventing sepsis, not of curing it. He could 
not, therefore, agree with Dr. Hoets; he could not put on 
plaster and use the Carrel-Dakin method; they did not mix. 
Those who believed in putting plaster on were not accus- 
tomed to using the Carrel-Dakin treatment. Dr. Corlette 
thought that every medical practitioner should be taught 
to use this method; it was not used because it was not 
known. 

What were they going to do with the tourniquet? If 
they were going to wait twelve hours, the condition would 
be very serious. In amputation cases, if the patient was 
blue, usually he was going to die. If he was moderately 
shocked, he was not a goed subject for-ether. Dr. Corlette 
thought that it was worth thinking of local anesthesia in 
cases of that sort. There was no shock and anesthesia 


could be induced without making an injection into the 


wound. It was possible to amputate the lower limb without 
injecting the place cut. 
As to the shock tent, it was little used in hospitals in 


Sydney. Dr. Corlette had had a shock tent made and used 


it while he was at the Sydney Hospital, but some time 
after leaving the active staff he asked where it was and 
he was told by the sister that it was impossible to give 
a coffee enema when the patient was in a shock tent, and 
that they had therefore discontinued using the tent! 


Dr. D. J. Grissan said that he would confine his remarks 
to the general surgical aspect of the subject and would 
follow on from the finishing remarks of Dr. Corlette. He 
knew of no hospital in Sydney where provision was made 
for shock; yet it was a most important feature of compound 
fracture. He did not think that patients suffering from 
shock should be admitted directly to the ward. The 
resident medical officers at hospitals in charge of casualties 
should be taught, first, to recognize shock at once, and, 
secondly, simple measures for combating it. Every general 
hospital should have a shock room. Dr. Glissan had seen 


‘such patients more adequately treated in a tent in France 


than in Sydney. Such a room should be in constant 
readiness, and the treatment should be automatically 
earried out. He remembered that once, when he was 
driving from Waverley, his motor car had been held up 
by an accident. In the middie of the tram line he saw a 
pool of blood and a small child’s boot. The child was 
admitted to hospital with its foot cut off by a tram. He 
learnt that it was operated upon almost at once and had 
died, assuredly from shock. 

It should be the duty of the casualty officer not to 
summon the surgeon, but to let him know that a patient 
had been admitted with shock due to injury with compound 
fracture, and that he was being treated and that the 
casualty officer would inform the surgeon when the patient 
was operable. 

It became obvious from modern surgical literature on 
fractures that there was no one particular method of 
treating compound fractures. Each case should be treated 
according to its particular requirements. There was danger 
in applying one method to every case; the man who did 
so would get good results and would be apt to gloss over 


his failures, some of which wouid have been translated 
into successes had he been less hidebound. 

At the same time Dr. Glissan agreed that no method 
that he had tried approached the Carrel-Dakin method for 
efficacy. Yet it was not being taught. Once a nurse, 
whom he had asked to prepare for a Carrel-Dakin treat- 
ment, had provided a douche can and a male catheter; 
she told him that she had been taught that that was the 
correct way to apply it. The Carrel-Dakin method would 
thus fall into disrepute. They must follow the technique 
laid down by the masters. 

Dr. Glissan spoke of the advantages of splitting plaster 
casts as mythical. The swelling of the limb would not 
make any impression on the plaster, so that as a measure 
of safety it seemed futile. One had only to see the force 
necessary to move plaster that had dried to realize this. 


Dr. V. M. CoprLeson supported the statements made by 
Dr. Hoets. -In almost every compound fracture of the 
lower leg there was a time when excision of the wound, 
suture and encasement in plaster was the best procedure. 
In practically every compound fracture there was a stage 
when this was indicated. This conclusion had been 
endorsed during ten years’ experience with from thirty 
to thirty-five cases or more of compound fracture of the 
lower leg. Dr. Coppleson recalled how at a _ previous 
meeting some speaker had said that the method was 
criminal and that serious results were likely to follow. 
Since then, in every possible case Dr. Coppleson had 
closed. up the wound and put the limb in plaster, even 
when the wound had been seriously soiled. Most fractures 
could be placed in good position if seen early. The majority 
of such patients had incurred motor bicycle injuries to 
the. leg and could be dealt with within six hours of the 
accident. Of these patients 80% were up and walking by 
the time the Carrel-Dakin tubes were being removed from 
patients with a similar injury treated by the complicated 
Carrel-Dakin method. Dr. Coppleson contended that the 
anticipation of alarming complications if sepsis super- 
vened in cases treated by the method, was a bogy. One 
of the oldest principles of surgery was that of complete 
rest. The value of rest in osteomyelitis was a well recog- 
nized principle. Dr. Coppleson quoted several cases in 
support of his views: (i) A boy fell from a tree and 
suffered compound fracture of the forearm. The lower end 
of the radius had dug into the ground and was sticking 
out. It was cleaned up in the operating theatre and 
scrubbed with iodine. It was then replaced and suiured. 
The wound healed by first intention, though the position 
was not perfect. (ii) The patient, a student, had sustained 
a severe fracture of the patella, opening the knee joint, 
with a wound six inches long. It was cleansed and a 
primary suture followed by plaster applied. The man was 
out of hospital in three weeks. (iii) The lower end of the 
tibia was sticking through the skin and was covered with 
dirt. A large incision was required, and it was necessary 
to make a counter incision to approximate the skin wound. 
It was even then possible to see the two ends of bone 
lying at the bottom of the wound, yet in three weeks the 
wound had healed. The principle of this method was an 
old one; it was merely the principle of Winnett Orr’s 
method applied in the prophylaxis of osteomyelitis in 
compound fractures. 


Dr. J. C. Srorey said that he considered the question of 
the transport of fractures most important. Whatever 
criticism might be hurled by its antagonists at the Thomas 
knee splint, it was the only splint for transport. The work 
of the ambulance men was good, but apparently, as far as 
the use of the Thomas splint was concerned, their teachers 
were not. The splint should be slung to an iron cross-bar 
attached to the end of the stretcher. On the Palestine front 
during the war it had at first been impossible to get 
Thomas knee splints. But General Allenby, realizing their 
value, went himself to the splint factory, and from then 
on the supply of splints was plentiful. The Thomas splint 
was put on over the man’s clothes with a bottle knot over 
the boot, and treatment was commenced long before he 
reached the hospital. It was time that the Branch insisted 
that the patient should be put into a Thomas splint at the 
site of the injury. 


& 
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Dr. Storey had been pleased with Dr. Bell’s view of the 
subject. It did not matter much what was the method 
used; it was the man behind it that counted. No hard and 
fast laws could be laid down. A medical practitioner would 
find it useful and interesting to read the teachings of 
Hamilton Russell; they would make him think. Here, 
where they had all facilities to hand, they might evolve 
a pet method, but it did not follow that the pet method 
should be used by the man who saw a fracture only 
occasionally. The teaching of débridement might result in 
a dénouement if this procedure were carried out by one who 
did not have the anatomy “at his finger tips”. This method 
should not be too severely insisted upon. 

Dr. Corlette asked what was to be done with the 
tourniquet. As a general rule, Dr. Storey would say: 
“Take it off’; and the bleeding stopped. Mostly it did 
more harm than good. 

In cases of shock Dr. Storey advocated keeping the 
patient warm and quiet and the giving of morphine. 


Dr. ArcHIE ASPINALL said that some fifteen years ago 
he had gone to the civil ambulance and showed them the 
application of the Thomas knee splint. They had pointed 
out the difficulty of getting the splints back from hospitals, 
and it had been suggested that the hospital should supply 
a splint in exchange for one left on the patient. Dr. 
Aspinall supported Dr. Glissan’s remarks. He felt that a 
hospital such as the Sydney Hospital, still without a 
resuscitation room, ought certainly to have one. When 
the matter had been brought forward, lack of accommoda- 
tion was the excuse given. He agreed strongly with 
Dr. Hoets that the cleansing of the wound should be 
performed by the surgeon himself. Dr. Aspinall himself 
used ether for this purpose. 

Dr. Aspinall remarked that the interest in compound 
fractures had grown in latter years. Over twenty-five 
years ago they had been told first to get the wound to 
heal and not to bother about the fracture. The results 
had been bad. Then Dr. Corlette came into the field and 
surgeons began to take a keen interest in fractures. In 
recent years, ever since motor cars had come into common 
use, there had been a complete change in the type of 
compound fractures; they were more like the war injuries. 
Dr. Aspinall could not follow what Dr. Coppleson said 
about being able to suture all wounds in compound 
fractures; he knew of many cases at Sydney Hospital in 
which it would be impossible to apply sutures. He agreed 
that it was impossible to lay down one method as being 
of universal application. Primary closure would not 
apply to all cases. In many cases it was safer to follow 
older methods. Dr. Aspinall could not forget a child 
who had been treated elsewhere by having the wound 
closely sutured and who had died of gas gangrene. Since 
then he had been loath to cover the wound so that he 
could not’ see what was going on. Dr. Aspinall] quoted 
the treatment applied in the last three cases of compound 
fracture that he had encountered. In the first he had 
enlarged the’ wound, inserted vaseline gauze and put the 
limb in plaster. In the second, a compound fracture of the 
leg, he had inserted a piece of wire, encircling the frag- 
ments, and had brought a flap over the site. In the third 
he had put the limbs on a back splint, as no other method 
was applicable; the wound discharged for months. In 
all cases the final results were excellent. Thus it was 
impossible. to be bound to any one method. They must 
play for safety. To close the wound completely would 
often mean disaster. One of the difficulties in discussing 
primary suture of compound fractures was that the term 
had a different meaning apparently in the practice of 
different surgeons. 


Dr. Hoets, in reply, referred to Dr. Stacy’s statement 
that the methods that would stand would be those that 
were simplest and that did not require jany special 
apparatus. Dr. Stacy had said that plaster was not 
suitable. Dr. Hoets did not contend that plaster could 
always be used, but when it could be used he thought 
that it was the most efficacious and the simplest method 
of fixation. As regards prophylaxis against and spread 
of infection, plaster again was the most suitable method. 
It would help in limiting the infection to the site of 
the wound. Dr. Stacy had spoken of the non-padded 


plaster cast versus three-piece plaster. If screw traction 
were used, it would be simpler to apply plaster in one 
piece than to use the three-plaster method. 

Dr. Hoets agreed with Dr. Corlette concerning the 
Carrel-Dakin method. The fractures that he (Dr. Hoets) 
had mentioned were only those suitable for fixation by 
plaster. When the soft tissues were extensively damaged, 
the plaster method might not be suitable and the Carrel- 
Dakin method preferable. Dr. Hoets contended that there 
were cases, for instance, crush injuries of the feet, in 
which diathermy was useful. It arrested sepsis and cleared 
up discharging sinuses. Although people’ might smile, 
diathermy had a real value, but it must be applied several 
times a day and by someone who understood its use. 

Dr. Storey had said that the tourniquet could be taken 
off tentatively. Dr. Hoets agreed with this. 

Dr. Glissan had had a tilt at split plaster, but Dr. 
Hoets still held that it was a useful measure. It was so 
easy to split the plaster, and though the split could not 
be widened by the swelling of the limb, it was easy to 
put a lever in and to ease it out as far as necessary, or to 
open up a window. It was a simple measure and did 
not destroy the efficacy of the plaster. 

Dr. Hoets was glad to hear that Dr. Coppleson had had 
such success with the suture and plaster method. The 
idea was old; in fact, the aborigines had a custom of 
burying the limb of a man suffering from a fracture in 
mud, which served the same purpose as plaster. 

In reply to Dr. Storey’s comments on the transport of 
fractures, Dr. Hoets said that when he mentioned the 
method of fastening the sling (attached te the splint) to 
the roof of the ambulance, he was quoting from the 
article in the Journal of Bone and Joint Surgery referred 
to in his paper. 

Dr. Aspinall had said that safety in a fracture depended 
on reduction and especially fixation. Therefore fixation 
by plaster, when possible, was the most efficient method. 
Dr. Hoets had not intended to convey the impression that 
every compound fracture should be put up in plaster. He 
realized that when there was extensive damage to soft 
tissue, this was not always the method to be used. 


Dr. George Bell, in reply, with regard to the liability to 
gas gangrene of the muscles of the calf and thigh, recalled 
the difficulty often experienced in controlling hemorrhage 
from the posterior tibial artery and the veins which 
accompanied it in shell wounds of the calf. The blood 
supply to the muscles was interfered with and gas 
gangrene not infrequently supervened. 

In reply to Dr. Stacy, Dr. Bell said that he might not 
have made it quite clear that the tubes were introduced 
for applying the Carrel-Dakin treatment and not for 
drainage. 

Some surgeons were opposed to the use of spinal anes- 
thesia in patients suffering from shock. He would be 
glad to try “Percaine”, as suggested by Dr. Stacy. 

In reply to Dr. Corlette, he agreed as to the value of the 
Carrel-Dakin treatment, but it should be carried out 
strictly in accordance with the original technique. 

As to the tourniquet, casualty surgeons informed him 
that often the number of tourniquets applied varied 
directly as the number of persons applying first aid. In 
most cases no bleeding occurred when the tourniquet was 
removed. Back and side splints were often useful. 

He agreed with Dr. Glissan as to the value of a specially 
warmed room for the treatment of shock. 

The method of excision and suture, while a safe pro- 
cedure in the hands of Dr. Coppleson, who knew how to 
excise a wound, might not be a safe procedure for general 
use. 

Dr. Bell referred to the case of a male, aged twenty-three 
years, who had fallen from an electric train and who had 
sustained a compound fracture of the patella. The medial 
portion of the patella was comminuted into small frag- 
ments and grossly contaminated with earth. A few hours 
after the accident the wound was excised. The loose 
fragments of the patella and earth were removed, about 
the lateral half of the patella being left. The knee joint 
was swabbed out with ether and closed. “Bipp” was 
rubbed into the superficial tissues, which were brought 
loosely together with interrupted sutures of silkworm gut. 
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The highest temperature was 100-3° F., and the highest 
pulse rate.132. No-signs of acute inflammation supervened, 
but some pus was discharged from the superficial tissues. 
The patient now, three years after the injury, walked 
with a slight limp and could bend his knee sufficiently 
well to ride a bicycle. 

Concerning the plating of compound fractures, he thought 
it was strongly contraindicated. He had investigated the 
records of six cases in which this procedure had been 
carried out. Three patients had done well; of the other 
three, one died, one remained in hospital twelve months, 
and when the patient was discharged there was no bony 
union, one wound became infected and healed in two 
months, but later the wound broke down. The X ray 
report stated that the position was good, but a small 
sequestrum was present. 

With regard to the conservative treatment of compound 
fractures with small wounds presumably due to internal 
violence, the wounds were thoroughly cleaned in the 
casualty room, but not excised. 

Of seventeen patients with compound fracture of the 
tibia, the majority were primarily treated with back and 
side splints and some with plaster. These all healed 
without sepsis and remained in hospital four to five weeks. 

Of twenty-nine patients with compound fracture of the 
tibia and fibula, 28 did well; in one case infection took 
place—three punctured wounds had been present over the 
site of fracture. Dr. Bell thought that this patient had 
not received adequate preliminary treatment. ; 

One should be careful of preaching the doctrine of 
primary suture in all cases. Early and efficient treatment 
was the essential thing, and not the suturing of the wound. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MeEpDIcAL AssocIATION was held at the Melbourne Hospital 
on May 18, 1932. The meeting took the form of a series 
of clinical demonstrations by the members of the honorary 
staff. The first and second parts of this report were 
published in the issues of October 8 and 15, 1982, 
respectively. 


Syphilis of the Stomach. 


Dr. L. E. Hurtey and Dr. J. Jones showed a male patient, 
aged twenty-three years, a motor driver, who was suffering 
from syphilis of the stomach. Two years before he had 
suffered from a small pimple on the penis. He was 
admitted to hospital on January 15, 1932, with the history 
that for the previous seven or eight weeks he had experi- 
enced a feeling of heaviness in the stomach about half an 
hour after meals. Sometimes this period was less; its 
length depended on the type of meal. The pain lasted 
for about an hour and did not radiate. Sometimes the 
pain would disappear and he would feel well, and on other 
occasions he was relieved by vomiting. He had no dis- 
comfort or pain aft night, he slept well and was not 
jaundiced. During the previous six months he had lost 
9-5 kilograms (one stone seven pounds) in weight. His 
appetite was good and the action of his bowels was 
regular. There was no abnormality associated with 
micturition. 

Examination at the time of admission to hospital 
revealed a moist and clean tongue. The pupils were equal 
and reacted to light and accommodation. The pulse was 
regular and of good volume, its tension was normal. The 
heart was not enlarged. A ringing second sound was 
heard in the aortic area. No abnormality was detected in 
the lungs or the central nervous system. Neither tender- 
ness nor rigidity was elicited on examination of the 
abdomen, but the patient had a feeling of discomfort on 
pressure in the mid-line, below the sternum. 

. On January 27, 1932, a barium meal revealed persistent 
ragged deformity and filling defect of the pars media, 
both the lesser and the greater curvature being involved. 
On February 10 a fractional test meal examination was 
made. The fasting content of the stomach was ten cubic 
centimetres. No free hydrochloric acid was present. There 
was no starch, blood or lactic acid. The Wassermann test 
gave a “strong positive” reaction. The patient was given 


iodide of potash in a mixture and mercury pills. After 
one week of this treatment he feit better and his abdominal 
discomfort had disappeared. 

On March 18, 1932, X ray examination showed that the 
heart and aorta were normal in size. A barium meal was 
given on March 23. The filling defect was still present. 
The administration of iodide of potash in mercury was 
— until April 20, and then “Novarsenobillon” was 
given. 

On Arril 11, 1932, a barium meal was given. A screen 
examination in the upright position revealed a filled 
stomach almost of normal contour and of good flexibility 
to palpation. Some irregularity of contour was seen on 
films made with the patient in the prone position, but this 
was much less than in the earlier films. The patient 
gained 3-1 kilograms (seven pounds) in weight in the 
six weeks preceding the meeting. 


Oto-Rhino-Laryngological Conditions. 


Dr. CLIivE EapIE showed several patients who had suf- 
fered from oto-rhino-laryngological conditions. 


The first patient was forty-two years of age and suffered 
from keratosis tonsillaris and functional aphonia.- 


The second patient was a woman who was referred from 
the medical out-patient department with what was regarded 
as a chest condition, no definite diagnosis having been 
made. Examination of the nose revealed chronic sup- 
puration of the maxillary antrum and associated anterior 
ethmoiditis. A radical operation was done on the antra 
and the chest condition cleared up. 


A third patient, a woman, aged twenty-two years, suf- 
fered from atrophic rhinitis. The operation of implantation 
of rib cartilage and perichondrium into the submucous 
space on each side of the nasal septum had been per- 
formed fifteen months prior to the meeting. Dr. Eadie 
pointed out that no absorption of implanted cartilage had 
taken place and that the nose was free of crusts. The 
patient’s general condition had improved considerably and 
she had gained 6-3 kilograms (one stone) in’ weight. 

Dr. Eadie’s fourth patient was a woman, aged seventeen 
years, who had been referred from the dermatological out- 
patients’ department, as it was thought that the erythema 
multiforme from which she was suffering was possibly 
due to a septic focus. Chronically infected tonsils were 
removed and suction exploration of the nasal sinuses was 
done. Culture and microscopical examination of the 
contents of the left maxillary antrum revealed Gram- 
negative bacilli, not corresponding in type to any known 
pathogen. The antrum was disinfected and the skin 
condition cleared up. 


Dr. Eadie’s fifth patient was a man, aged fifty-three 
years, who suffered from an abnormality of the left middle 
ear. The appearance was that of a blue colour behind 
the tympanic membrane. The drum appeared translucent. 
It moved readily with the Seigel speculum. There was a 
slight diminution of. hearing of middle ear type. Dr. 
Eadie pointed out that the condition suggested first of all 
the jugular bulb coming up through a dehiscence in the 
floor of the middle ear. On the other hand, it might be 
the result of an old hemorrhage into the middle ear 
which had become absorbed, leaving this appearance. The 
duration of the condition was over six months. 

Dr. Eadie’s last patient was a woman, aged thirty years. 
This patient had been treated in the medical department 
for fainting turns, loss of memory, hysteria and a highly 
emotional temperament. Chronically infected tonsils were 
found and removed, and suction exploration of her nasal 
sinuses was carried out. Much yellow pus was obtained 
from the right sphenoidal sinus. Incubation of the 
contents of the sinuses resulted as follows: the right and 
left antral contents yielded no growth; the material from 
the right sphenoid yielded no growth, but that from the 
left sphenoid yielded a small Gram-negative bacillus not 
corresponding to any known pathogen. X ray examination 
failed to reveal any abnormality of the nasal sinuses. 
Double sphenoidostomy was done and resulted in greatly 
improved memory; the fainting turns occurred much less 
frequently and were less severe; the patient’s mental 
condition was more nearly normal. ; 


ion 
yne 
the | 
ts) 
by 
ed, | 
rel- 
ere 
in 
red 
ile, 
ral 
ren 
Dr. 
so 
not 
to 
lid 
4 
‘he | 
of | 
in 
of j 
the 
to 
the 
red 
led | 
ion 
od. 
He 
oft 
to 
led 
ich 
od ; 
10t 
ed 
lor | 
eS- 
be 
sche 
ut 
im | 
ied 
In 
lly | 

| 
| 
to 
ral 
ree 
ad 
ial 
Irs 
Se 
put 
int 
yas 
ut. | 


524 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Ocroser 22, 1932. 


. Acne Keloid. 


Dr. L. H. ALBIsTON, on behalf of Dr. R. R. WETTENHALL, 
showed a female patient, aged twenty-four years, who had 
an erythemato-papular pustular and hypertrophic eruption 
of the chin and upper lip of three months’ duration. 
Her past health had been good. The general examination 
and family history were unimportant, there was no 
reaction to the Wassermann test and no abnormality was 
detected on examination of the urine. Previous treatment 
had been by vaccine, lotions and foments. This case was 
demonstrated as one in which the treatment of preference 
was undoubtedly by X rays in conjunction with dieting 
and local measures." 


Alopecia Areata. 


Dr. Albiston also showed a female patient, aged thirty- 
five years, with a history of falling hair for three months. 
On examination, the scalp showed one large patch of 
alopecia areata in course of recovery, situated in the 
occipital region and measuring about three inches in 
diameter. When the patient was first seen, general 
examination revealed some slight pyorrhea and she had 
had occasional headaches. On examination of the eyes, 
mixed astigmatism was found and glasses were ordered. 
Local treatment consisted of a 1% solution of “Cyllin”, 
as a stimulating lotion, and thyreoid extract 0-064 gramme 
(one grain), to be taken daily. 
in this case corresponded with the correction of vision. 


Psoriasis of Seborrhceic Type. 


Dr. Albiston also showed a male patient, aged twenty- 
two years, who had a generalized erythemato-squamous 
and somewhat guttate eruption, with a history of five 
months’ duration. In appearance the eruption was inter- 
mediate between psoriasis and seborrhea corporis, but 
scaling areas gave typical psoriatic appearances with the 
removal of the scale. Sodium salicylate was given 
internally and unguentum hydrargyri ammoniati cum 
camphora was applied locally. This case was shown as 
a reminder of the various gradations of psoriasis and 
seborrhea corporis, and especially for the differential 
diagnosis of this type from secondary syphilide and 
pityriasis rosea. 


Dermatitis Herpetiformis. 


Dr. Albiston also showed a female patient, aged forty- 
nine years, who gave a history of having suffered for 
eighteen years from typical grouped areas of excoriated 
vesicles on a reddish base. Irritation was unbearable. 
The general history was one of years of worry and shocks 
usually associated with such cases. The general examina- 
tion otherwise gave no assistance in elucidating the 
etiology of the condition. This case was shown because 
of its typical appearances and its failure to be controlled 
by arsenical medication. 


Dr. R. C. E. Bropie remarked on the failure he had 
experienced in such cases as this with the intravenous 
administration of arsenical preparations, whilst another 
suggested treatment that might possibly benefit the 
patient was psychotherapy.* 


Banti’s Disease. 


Dr. J. A. NarwiLL, for Dr. L. E. Hurtey, showed a female 
patient, aged thirty-three years. In the year 1919-1920 the 
patient, at the age of twenty years, had suffered from 
attacks of diarrhea every few weeks, and from epistaxis; 
the menses were at that time scanty. On December 14, 
1920, following three days with diarrhea with melena, she 
was admitted to hospital, and her condition was investi- 
gated. The spleen was then found to be markedly enlarged 
(two-thirds down to the umbilicus). A diagnosis of 
secondary anemia was made. The Wassermann and 
hydatid complement fixation tests both failed to yield a 
reaction. 


1 Since the meeting this patient has been given six treatments 
with X rays and her condition is greatly improved. 

2 Since this meeting the patient’s condition has improved, as a 
result of intramuscular injections of a bismuth preparation. 


The regrowth of hair 


On February 10, 1921, splenectomy was carried out; the 
condition of the spleen was not recorded. The liver was 
said to be affected by cirrhosis of the hobnail type. Since 
operation the patient was quite well till the birth of a 
baby four years ago, when she had a hematemesis of about 
three pints. She had felt weak and tired on and off since. 
On April 20, 1932, she had another severe hematemesis 
(again about three pints). She was then very exsan- 
guinated. Blood examinations before and after operation 
are shown in the accompanying table. 


Date. 


- May 4, 
1932 


December 
21, 1920. 


December 
14, 1920 


Observation. 


Erythrocytes 
per cubic 
millimetre 

Leucocytes 
per cubic 
millimetre 

Hemoglobin 75% 90% 60% 46% 


value ... 
Colour index 1:07 0-64 0-87 


3,500,000 3,700,000 4,720,000 2,680,000 


6,000 4,000 7,200 8,700 


Dr. Narwill referred to the after history of splenectomy 
as reported by Mayo. Among 123 cases the hospital deaths 
were 12:19%. (Operation deaths were due to hemorrhage, 
pneumonia, pulmonary embolism and portal thrombosis; 
the last mentioned was the commonest.) One hundred 
and three patients recovered from operation; 60 were 
living, 43 were dead. Ten died from causes unrelated to 
splenic anemia, 12 from gastro-intestinal hemorrhages. 
In the others the cause was unrecorded. Recurrent post- 
operative hemorrhage was probably due to cirrhosis of the 
liver or some other form of portal obstruction. 

In another series of 114 cases, 10% of patients died in 
the next ten years from hemorrhage of the stomach. 

Hematemesis was not always relieved by splenectomy, 
but it was greatly reduced in intensity. There were two 
main causes: (i) csophageal and gastric varices due to 
portal obstruction, (ii) toxic conditions due to hepatic 
disease, causing mucous erosions. 

Dr. Narwill said that in Banti’s disease the spleen 
showed pathologically a generalized fibrosis and thrombo- 
phlebitis with atrophy of the pulp cells. The disease 
produced a portal cirrhosis; the anemia and the cirrhosis 
were probably the result of the pathological condition of 
the spleen. Balfour considered that recurrent hemorrhages 
from the stomach were due to toxic substances produced 
in the liver, which was not necessarily restored to normal 
by operations on the spleen. Patients with splenic anemia 
in children and Van Jaksch’s disease might improve on 
good feeding, and the condition might be due to mal- 
nutrition. If enlargement of the spleen persisted, operation 
should be undertaken. Mayo reported good results in 
eight cases. : 


Amplification and Sound Record of the Respiratory © 
Impulse. 


Dr. C. H. KeELtLAway and Mr. Ricuarp CHERRY demon- 
strated the amplification of the motor impulse down the 
phrenic nerve in a normal rabbit. The impulse was picked 
up by non-polarizable electrodes amplified by a low 
frequency amplifier designed by Mr. Richard Cherry and 
recorded on a loud speaker. Dr. Kellaway explained the 
use of this technique in work which he is at present 
carrying out on the peripheral action of snake venoms. 


Skiagrams. 


Dr. HowArp’F. Praacst showed a number of X ray films, 
among them a series illustrating various types of malignant 
disease of bone, primary and metastatic; syphilitic peri- 
ostitis of the ulna; tuberculous osteomyelitis of the 
humerus; lipiodol injection of the bronchi, showing bron- 
chiectasis following aspiration of a foreign body; double 
aneurysm of the descending aorta, partially calcified, 
eroding the vertebre. 
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A case of particular interest was that of a woman, aged 
forty-three years, who had been referred to the hospital 
on account of headaches and failing vision. X ray 
examination of the skull revealed gross irregular defects 
in the frontal and parietal bones on each side, typical of 
xanthomatosis. Clinically there was a left optic atrophy, 
but no exophthalmos or polyuria, sometimes found 
associated with this type of skull defect in the Schiiller- 
Christian syndrome. 

Also included were the films of a woman, aged twenty-two 
years, with typical changes of osteitis fibrosa in the long 
bones, the sphenoid showing a marked hyperostosis. Dr. 
Praagst said that this type was described by Knaggs as 
constituting one variety of leontiasis ossea. 


Ophthalmological Conditions. 


Dr. LEONARD MITCHELL demonstrated several lesions of 
the fundus oculi in general diseases. These included 
examples of arteriosclerosis with hemorrhages and 
exudates, thrombosis of the retinal vein or its branches, 
retinitis in diabetics, optic neuritis in a case of cerebral 
tumour, and two cases of special interest to ophthal- 
mologists, one of retinitis pigmentosa, and one of rupture 
of the chorioid. 


Mbituarp. 


ALFRED VICTOR MILLARD ANDERSON. 


Tuk death of Dr. Alfred Victor Millard Anderson, which 
occurred on August 2, 1932, has been already recorded in 
these pages. He was one of the most gifted and erudite 
medical practitioners in Victoria, a wise counsellor to the 
Victorian Branch of the British Medical Association, a 
teacher respected and loved by younger graduates, and a 
friend and willing helper of this journal. 

The son of the late Alfred Anderson, of Parkville, 
Victoria, Anderson was born on October 2, 1864. He was 
sent to the Terang and Hawksburn State Schools. At 
the Hawksburn School he obtained a scholarship and went 
to Wesley College. He was a gifted scholar, and at Wesley 
College he took the Argus Prize and won the Draper 
and Walker Powell Scholarships. He began the study of 
medicine at the University of Melbourne in 1882. His 
course at the University was brilliant. One of his fellow 
students has written that “George Campbell Rennie was 
the only one who saw his heels, the rest of us were 
amongst the ‘also ran’”. He took first class honours in 
the examinations of his third, fourth and fifth years; he 
also won the third and fourth year exhibitions and the 
scholarship in medicine and surgery in the final year. 
He graduated as Bachelor of Medicine and Bachelor of 
Surgery in 1886 and took the higher degree of Doctor of 
Medicine in 1892. After graduation he became resident 
medical officer at the Melbourne Hospital and obtained 
“senior” rank; later he was transferred to the Alfred 
Hospital. At that time the resident staff of the Alfred 
Hospital consisted of two—a house physician and a house 
surgeon. Anderson held the position of house physician 
for a period of about seven years. He was conspicuous 
for his industry and ability; he made the most of his 
opportunities for clinical study. The inevitable result was 
that when he started private practice in Greville Street, 
Prahran, close to the hospital, he was already a highly 
trained and experienced physician. His appointment first 
as Honorary Physician to Out-Patients at the Alfred 
Hospital, and later as Physician to Indoor Patients, fol- 
lowed as a matter of course. His influence on the hospital 
was profound; the opinion has been freely expressed that 
he had considerable influence in raising the standard of 
work and in improving the quality of the teaching at 
that institution. It could not well be otherwise, since, 
in addition to his ability as a physician, he had personal 
qualities of honour and honesty that could not fail to 
influence those around him, and he was not a lazy man. 

As a member of the Victorian Branch of the British 
Medical Association Anderson served in many capacities; 
he held the office of President and was for many years 
convener of the Ethics Committee of the Branch. He did 


' tion, he was expert at archery. 
| enthusiast, though neither a player nor singer; he rarely 


a great deal for post-graduate work and was Chairman 
of the Melbourne Permanent Post-Graduate Committee. At 
a recent meeting the Council of the Victorian Branch 
directed that the following appreciation of Anderson’s 
work be placed on record in the minutes: 


The Council desires to place on record its sense 
of the great loss which it and the profession 
generally have suffered by the death of Dr. A. V. M. 
Anderson. His passing away means the end of a 
life devoted, not only to the attainment of an 
extremely high standard of medical knowledge, 
which he used without stint for the benefit of 
patients of all classes in the community, but also 
to the perpetuation of the highest ideals of the 
medical profession. 


The spirit of service was well shown by the 
many vears he devoted to the work of the Council 
of this Branch, during which he reached the 
highest office, that of President in 1916, but par- 
ticularly will he be remembered for the long years 
he worked as Convener of the Ethics Sub- 
committee. On this his deep knowledge of medical 
ethics, together with the widespread regard and 
affection in which he was held by all members of 
the profession, made him a tower of strength. 


As Chairman of the Melbourne Permanent Post- 
Graduate Committee and as a member of the 
Council of the Medical Defence Association, he 
rendered untiring service to the profession which 
has been of the utmost value. 

The Branch has lost a wise, honoured and 
beloved member and extends its deepest sympathy 
‘to his relatives. 


Among the appointments held by Anderson was that 
of Lecturer in Medical Ethics at the University of Mel- 
bourne; he was also Chief Medical Officer in Victoria 
for the Australian Mutual Provident Society. 

During the Great War Anderson did for the Defence 
Department a great deal of home service that was unknown 
by civilians and unrecognized by the authorities. He 
offered himself for service abroad on more than one 
occasion and was rejected each time as medically unfit. 
His work was unostentatious and self-sacrificing. His 
example was a stimulus to those around him. When 
cerebro-spinal meningitis broke out, he was one of the 
first who recognized the disease. When the epidemic was 
at its height and the military hospital had many patients 
suffering from influenza, the ward orderlies on one 
occasion became panic-stricken and only one of a comple- 
ment of one hundred reported for duty; the remainder 
said that they were ill and made sure that they would 
contract meningitis and die. Anderson was summoned. 
Some eighteen or twenty patients who were desperately 
ill had to be moved on stretchers and there was only one 
orderly to do the work. Though he was quite unfit for 
such strenuous exertion, Anderson set to work with the 
one orderly and began to carry the patients to their 
destination. The absentees heard what was going on and 
one by one returned to duty. His service for the Defence 
Department was no sinecure; he was thoroughly in earnest 
and whole-hearted in his devotion to duty. 

In a notice such as this it is fitting that mention be 
made of Anderson’s work for this journal. He was some- 


| times asked for an opinion on matters affecting medical 


progress from the scientific point of view, and never in 
vain. He undertook to review books for the Editor; his 
criticism reflected the depth of his knowledge. THE 
MeEpicAL JOURNAL OF AUSTRALIA OWeS a great deal to such 
men as Anderson; and this acknowledgement to him is 
made with appreciation and gratitude. 

Anderson had relatively few interests outside his 
profession. In his earlier days he played cricket with 
medical teams and in later years he became a first class 
player at bowls. As Dr. Mackeddie states in his apprecia- 
He was a musical 


missed a good concert or an opera. 
Anderson was not known intimately by many people; 


those to whom he revealed himself loved him. He has 
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left an example, however, which should be a stimulus to 
future generations, and we honour his memory. 


Dr. J. F. Mackeddie writes: 


It was my good fortune to become a resident medical 
officer at the Alfred Hospital as the late Dr. A. V. M. 
Anderson passed from the outdoor department to become 
indoor physician. The transference was marked by an 
incident that has left an indelible imprint on my memory. 
A band of disconsolate outdoor patients waited on their 
late physician and presented him with an address, the 
superscription of which read: “The good alone are great.” 
There still remains with me something of the inexpressible 
sense of loss and, at the same time, pride in his advance- 
ment, that looked out from every face of that quiet little 
company. Here, thought I, was an accomplished physician 
of outstanding ability leaving a record of conspicuously 
fine outdoor work behind him, to be recorded in the 
memory of his patients as chiefly “goodness”. 

Then followed two years of hard work as his resident 
and an unfolding before my eyes of the qualities that 
had made for such 


And what carefulness to be fair! To hear him speak of 
his difficulties in assessing marks was to learn something 
of the infinite pains this work can entail on a man with. 
a lofty conception of fair play. 

His records of cases, hospital and private alike, were, 
as might be expected, models of clearness and thoroughness. 
In this connexion he had a habit, all his own, of reviewing 
his cases at intervals. He would take down a card and go 
over the case again piecemeal, adding what this reflective 
survey might suggest, with references, maybe, to cases 
that might occur to him in this and similar reviews. 

In later years, as a colleague, while my association 
with him naturally lost some of the feeling of disparity of 
standing that exists between resident and honorary, I can 
honestly say that the old-time relationship of teacher and 
pupil was an abiding one. Many a time I referred my 
students to his clinic to be taught something better than 
I could. 

Needless to say, this relationship gave one greater 
facilities for observing the man and his work at closer 

quarters, and the 


success in his outdoor 
work. 

Dr. Anderson took his 
work very seriously, 
without heing serious. 
Indeed, there radiated 
from him a buoyancy 
and happiness in his 
work that tended to 
camouflage the wealth 
of care and observation 
he gave to his patients. 
The habits that he had 
so laboriously acquired 
in his long residence at 
the Alfred Hospital— 
untiring and frequent 
bedside examinations, 
voluminous note-taking, 
the perfecting of the 
simpler and unaided 
forms of clinical exam- 
ination, such as percus- 
sion and auscultation— 
will remain with me as 
at once an almost 
unattainable model of 
clinical method and a 
Teproach for my poor 
response _ thereto. I 
have never heard any- 
one get so much out of 
percussion of the chest, 
and no one had, in the 
same degree, that flair 
for sensing the seat of 
some obscure ailment 
or its probable end, 
excepting, maybe, another great clinical teacher, the late 
Dr. John Williams. He was at his best at the bedside 
with half a dozen students, exploring in true Socratic 
fashion the intriguing maze of signs and symptoms; and 
there surely can be no Alfred Hospital graduate who does 
not treasure the harvest of good things that was gathered 
at those meetings. 

At the back of all the seriousness of his life’s purpose 
and work, and breaking out in irrepressible flashes, was 
a joyous sense of fun that was almost boyish in its 
simplicity and spontaneity. The gravest consultation could 
not prevent the sudden twinkle in his eye, the sure pre- 
cursor of a “good one”, of some whimsy or other, or of a 
brain-teaser in figures or word-juggling, for he was a 
past master in all that pertained to the odd and the 
arresting that lie strewn lavishly around awaiting only 
the nimble imagination of a discoverer of good things. 

His orderliness and exactness he carried into all depart- 
ments of life. He was as precise in his method of solving 
a crossword puzzle as in setting a commentary in 
“medicine honours”; and both gave him infinite delight. 


increasing years’ of 
familiarity never bred 
in me anything but 
a deepening apprecia- 
tion of his work and 
character and my own 
indebtedness to him. I 
could not but feel that, 
in the somewhat hack- 
neyed phrasing of the 
superscription of their 
address, his old outdoor 
patients wrote better 
than they knew. 

Then he joined the 
Board of Management 
and became more or 
less liaison officer 
between it the 
honorary medical staff. 
Whatever difficulties 
this position might 
have presented to a 
lesser man, his high 
sense of duty, his 
devotion to the hospital, 
and his knowledge of 
all that pertained 
thereto, and his loyalty 
to his colleagues on the 
staff, all combined to 
make Dr. Anderson’s 
services to the Board of 
inestimable value, with- 
out any embarrassment 
of his care for the aims 
and prestige of his 
colleagues. 

He was a great reader and never allowed the prodigious 
burden of almost nightly British Medical Association 
meetings to interfere with his early formed determination 
to keep his work up to date, but he never ceased com- 
plaining of the lack of time for general reading that this 
extra work entailed. Later, when he withdrew to a large 
extent from the general business of the Society, he revelled 
in all that was fine in literature, and his speech sparkled 
with the good things he was constantly discovering. 
Nobody who has heard him speak of such an idyll as 
“Mary Rose’, for example, or of some other of Barrie’s 
creations, but instantly felt that such a literary atmos- 
phere was in keeping with, maybe was responsible for, the 
high note he always struck in cleanness of speech and 
thought, and the “something” in this great man’s life 
that kept him, like Peter Pan, from ever growing old. 


As regards the sporting side of life, while other men 
told of long drives or putts, or of horses, he spoke of 
bull’s-eyes. He was an expert archer, and it was indeed 
fitting that the inexhaustible lore that has gathered round 
this ancient craft should have become the playground of 
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his rich imagination. I believe he “filed” the scores and 
incidents of the competitions as meticulously as he did 
his case takings. 

Of all men his capacity for seeing the other man’s point 
of view, for believing that the other man’s motives might 
at least be as honest as his own, was preeminent, and if 
he had nothing good to say of a man, he said no ill. To 
put the best complexion on an action, to make excuses 
for one on the flimsiest pretext, to eliminate the heat of 
superlatives from an argument, to have peace, not at all 
costs, but at the fairest, if not the lowest, cost, such were 
the outstanding aims and practice of our late colleague. 

And when there appeared the permonition of a serious 
illness that was soon to abruptly end all, his wonted 
cheeriness all undimmed, he cut down his work to his 
strength and faced the inevitable with an equanimity that 
only the courage born of a well-ordered life could have 
sustained. And like an echo ringing down the years 
from that far-off confession of faith in him by his old 
outdoor folks, there was poured into my ear in broken 
tones a requiem that fittingly rounded off that noble life: 
“The greatest compensation for my long illness”, said 
one whose stay in much suffering he had been for many 
years, “was to have known Dr. Anderson.” 

Great physician, teacher of teachers, loyal colleague, 
wise and trusted counsellor, and gentlest of men, we shall 
not look on his like again. 


FRANK MARTIN SUCKLING. 


WE regret to announce the death of Dr. Frank Martin 
Suckling, of Neutral Bay, New South Wales, which 
occurred on October 17, 1932, at Adelaide, South Australia. 


JMost-Oraduate Tork. 


NEW SOUTH WALES PERMANENT POST-GRADUATE 
COMMITTEE. 


THE New South Wales Permanent Post-Graduate 
Committee was inaugurated on September 22, 1932. This 
Committee has been founded as a representative committee 
to promote and develop post-graduate study in New South 
Wales. It owes its foundation to the New South Wales 
Branch of the British Medical Association. 


The Committee consists of the following: 


Representing the New South Wales Branch of the 
British Medical Association: Dr. L. W. Dunlop and 
Dr. Keith Inglis. : 

Representing the Royal Prince Aifred Hospital: Dr. 
Allan Walker. 

Representing Sydney Hospital: Dr. E. H. Stokes. 


Representing the Royal Alexandra Hospital for Chil- 
dren: Dr. Wilfred Vickers. 

Representing Saint Vincent’s Hospital: Dr. V. M. 
Coppleson. 

Representing the Royal Hospital for Women: Dr. T. 
Farranridge. 

Representing the Women’s Hospital, Crown Street: 
Dr. T. Dixon Hughes. 

Representing Lewisham Hospital: Dr. T. Lipscomb. 

Representing the Faculty of Medicine: Professor H. 
Whitridge Davies. 

Representing the Royal North Shore Hospital of 
Sydney: Dr. H. Z. Throsby. 

Professor H. Dew, Dr. A. J. Gibson, Dr. H. Lethbridge. 


This Committee aims to promote and develop post- 
graduate study by arranging and conducting courses of 
clinical instruction in the various branches of medicine 
in Sydney and country centres in New South Wales, by 
lecture courses of instruction in medicine and _ tutorial 
lectures for candidates for the higher medical degrees. 
Further, it hopes to establish a permanent fund for the 
continuance of post-graduate work in New South Wales 


and to grant sums of money out of the funds for the 
promotion of medical and aitied sciences, and to engage in 
any activity that the Committee deems advisable for the 
furtherance of post-graduate work. The membership of 
the Committee is permanent and any vacancy occurring on 
the Committee shall be filled on the nomination of the 
body concerned. Three of the members of the Committee 
are coopted and are elected annually. The following are 
the office-bearers of the Committee: 


Chairman: Dr. T. Lipscomb. 

Vice-Chairman: Dr. L. W. Dunlop. 

Honorary Secretary: Dr. V. M. Coppleson. 

Assistant Honorary Secretary: Dr. Wilfred Vickers. 
Honorary Treasurer: Dr. E. H. Stokes. 


The address of the Committee is: New South Wales 
Permanent Post-Graduate Committee, 225, Macquarie 
Street, Sydney. Telephone: B 3174. 


Syllabus for Post-Graduate Work, Novémber and 
December, 1932. 


1. A demonstration on the fundus oculi, of interest from 
the point of view of medical diagnosis, will be held at the 
Sydney Hospital, Eye Department, Sir John Young’s 
Crescent, Woolloomooloo, at 2.30 p.m. on Wednesday, 
November 23, by Dr. A. T. Dunlop and members of the 
honorary ophthalmic staff of Sydney Hospital. 

Intending students must bring their own ophthalmo- 
scopes. The number of students is limited to thirty (30). 
The fee for the demonstration is 10s. 6d. 


2. A course in anesthetics, consisting of three lecturette 
demonstrations, has been arranged as follows: 


(i) “The Use of ‘Sodium Amytal’ as a Basal Anes- 
thetic’, on Wednesday, November 9, 1932, at 
2 p.m., in the Gynecological Department, Sydney 
Hospital, by Dr. R. I. Furber. 

(ii) “‘Avertin’ as a Basal Anesthetic”, on Wednesday 
November 16, 1932, at 2 p.m., at Saint Vincent’s 
Hospital, Darlinghurst, by Dr. J. D. Maude and 
Dr. Hugh Hunter. 

(iii) “Spinal Anesthesia’, on Tuesday, November 29, 
1932, at 2 p.m., at the Royal North Shore Hospital, 
St. Leonards, by Dr. R. J. Silverton. 


The fee for this course will be £1 11s. 6d., or 10s. 6d. for 
any single demonstration. 

A special tutorial course of practical instruction in the 
administration of anesthetics has also been arranged. 
Individual instruction in the operating theatre will be 
given. Anyone wishing to take this course should apply 
in writing to the Honorary Secretary. 

3. During December one lecture demonstration will be 
held on “Renal Tests: Their Methods and Interpretation”, 
and one on “The Uses of Carbon Dioxide and Oxygen”. 
Full particulars of these courses will be announced later. 
These courses are open to all medical practitioners, and 
applications to attend them should be made to the Honorary 
Secretary, New South Wales Permanent Post-Graduate 
Committee, 225, Macquarie Street, Sydney. 


Corrigendum. 


PREMEDICATION WITH THE BARBITURATES. 


Dr. Bgown writes asking that certain corrections 
should be made in his article on premedication with bar- 
biturates, published in the issue of October 8, 1932. 

On page 460, in the account of the discussion, the words 
“under two seconds”, in the reference to the breath-holding 
test, should be “under ten seconds, unfit for any general 
anesthetic”. 

On page 438, in the reference to “Pernocton”, the figure 
2,000 should be 200,000, and the phrase should read “by 
August, 1930, it had been used in more than 200,000 cases 
in Europe”. 
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NOTICE. 


TuE Editor would be glad to receive from readers copies 
of THE MeEpIcAL JouRNAL oF AUSTRALIA of April 21 and 
April 28, 1923. They are urgently needed at the office. 


Books Received. 


a Ross, M.D., F.R.C.P.E R.C.P.; 1932. London: 
Baward Arnold and ‘Company. 8vo., pp. 209. Price: 
10s. 6d. net. 
OF SEX AND INTERSEXUAL CON- 
TIONS, by G. Maranon, translated by W. B. Wells; 
To32, London: George Allen and Unwin, Limited. Demy 
8vo., pp. 344. Price: 15s. net. 
MAN AND MEDICINE: AN INTRODUCTION TO MEDICAL 
KNOWL . E. Sigerist, with an introduction by 
Ww. London: George Allen and Unwin, 
Limited. Demy 8vo., pp. 350. Price: 12s. 6d. net. 
UROLOGY IN WOMEN: A HANDBOOK OF URINARY 
DISEASES IN THE FEMALE SEX, by E. C. Lewis, M.S., 
F.R.C.S.; 1932. London: Bailliére, Tindall and Cox. 
Crown 4to., pp. 94, with illustrations. Price: 6s. net. 
AUSTRALIAN HYGIENE AND PUBLIC HEALTH, by J. S. 
Purdy; Volume I; 1932. Sydney: William Brooks and 
Company, Limited. Demy 8vo., pp. 471, with illustrations. 
WHITE MAN, BROWN WOMAN: THE LIFE STORY OF A 
TRADER IN THE SOUTH SEAS, by T. L. Richards and 
S. Gurr; 1932. Crown 8vo., pp. 281. Price: 6s. 6d. net. 


Diarp for the Month. 


. 25.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

. 26.—Victorian Branch, B.M.A.: Council. 

. 27.—South Australian Branch, B.M.A.: Branch. 

. 27.—New South Wales Branch, B.M.A:: Branch. 

. 28.—Queensland Branch, B.M.A.: Council. 


Wedical Appointments. 


Dr. S. L. Fredman (B.M.A.) has been appointed Certify- 
ing Medical Practitioner at Reservoir, Victoria, pursuant 
to the provisions of the Workers’ Compensation Act, 1928. 

* 


Dr. J. M. C. Philpott (B.M.A.) has been appointed 
Public Vaccinator for Wedderburn, Victoria. | 
* * 


Dr. A. R. Bean (B.M.A.) has been appointed Medical 
Officer to the Police, Fremantle District, and to the 
Fremantle Prison, Western Australia. 

* 


Dr. D. M. McWhae (B.M.A.) has been reappointed a 
member of the Board of Visitors to Lemnos Soldiers’ 
Mental Hospital, West Subiaco, Western Australia. 

* 


Dr. G. C. Jago nas been appointed Acting Medical Super- 
intendent of the Hospital for the Insane, Beechworth, 
pursuant to the provisions of the Lunacy Act, 1928, 
Victoria. 


Wedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xii and xiii. 


INFECTIOUS DISEASES FAIRFIELD, VICTORIA: 
Consultant Surgeon. 

LAUNCESTON Pusiic Hospitar, LAUNCESTON, 
Resident Medical Officer (male). 

PertH Hospirar, Pertu, WESTERN 
Medical Officers. 

THE TOWNSVILLE Hospitais’ Boarp, TOWNSVILLE, QUEENS- 
LAND: Junior Resident Medical Officer. 

VicTORIAN Eye ANp Ear Hosprrat, MELBOURNE, VICTORIA: 


Resident Surgeons. 


TASMANIA: 


AUSTRALIA: Resident 


ary Secre' 
Building, 


Medical Appointments: Important Motice. 


MEDICAL practitioners are not to for any 
appointment referred to in the following table, thout havi 
first communicated with the Honorary Secretary of the Bran 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


APPOINTMENTS. 


Australian Natives’ Associatio: 

Ashfield and District United Friendly 
Societies’ Dispensa: 

Friendly Societies’ Dis- 


Friendly Bactety nd Peter at Casino. 

New South Watss: | Leichhardt 

Honorary Secretary, 

135, Macquarie Street, 
Sydney. 


nsary 
teas Prudential Assurance Company 


ted. 
Phenix. Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 
Vicrorian : Honorary prietary, Limited. 

Secretary, Medical | Mutual National Provident Club. 

Hall, East| National Provident Association 

elbourne. Hos other appointments outside 
ctor 


Brisbane Associated Friendly Societies’ 
Medical Institute. 

Mount Isa Mines. 

Toowoomba Associated Friendly Societies’ 

QUEENSLAND: Honor- Medical Institute. 

A.|Chillagoe Hospital. 

Members accepting LODGE  appoint- 
ect and those desiring to accept 

intments to an COUNTRY 

i SPITAL are ad . in their own 
interests, to submit a copy of their 
agreement to the Council before 


Street, Brisban 


ao Appointments in South Aus- 

SoutH AUSTRALIAN tral 

Secretary, 207, North Contract Practice Appointments in 
Terrace, Adelaide. South Australia. 


WESTERN AvsB- 

TRALIAN: Honorary 

Secretary, +, Saint Contract Practice Appointments in 
e’s 


Georg: errace, Western Australia. 


New ZEALAND (Wel- 

lington Division) : 

Honorary Secretary, 
Wellington. 


Friendly Societ: Lodges, Wellington, 
New 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
= oo JOURNAL OF AUSTRALIA alone, unless the contrary be 


All communications should be addressed to “The Bditor”, 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printin House, 
Glebe, New South Wales. (Telephones: 


SuBscRIPTION _Rates.—Medical students and others. not 
receiving THR MgpicaAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 
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